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AGED AND AGING IN THE UNITED STATES 


MONDAY, NOVEMBER 16, 1959 


U.S. SENATE, 
SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING, 
OF THE COMMITTEE ON LABOR AND PusBLic WELFARE, 
Grand Rapids, Mich. 


The subcommittee met, pursuant to notice, at 10 a.m., in the Public 
Museum Auditorium, Grand Rapids, Mich., Senator Patrick V. Mc- 
Namara, presiding. 

Present : Senator McNamara. 

Subcommittee staff members present : Sidney Spector, staff director ; 
Harold Sheppard, research director. 

Committee staff member present: Raymond Hurley, minority staff 
member. 

Senator McNamara. The hearing will be in order. Since June of 
this vear, the Subcommittee on Problems of the Aged and Aging, of 
which I have the honor to serve as chairman, has called upon experts, 
governmental officials, and representatives of national organizations 
for facts, advice, and recommendations to meet the needs of our older 
citizens. 

But more important to me, since the middle of October we have left 
the somewhat confined atmosphere of the Nation’s Capital, and vis- 
ited various areas of the Nation. 

We are determined to find out firsthand what is actually going on 
in the lives of some of the nearly 16 million Americans who were born 
before the turn of the century, 16 million older men and women who 
live in communities like this one all over the country. 

I called the Washington atmosphere “confined” because sometimes 
we get the feeling that in Washington there are too many individuals 
out of touch with the problems and needs of ordinary men and women, 
especially the problems and needs of people who apparently made the 
mistake of being born too soon. 

Making even a limited attack on these problems and needs has not 
been easy. When Congress approved a housing act with some bold 
new programs of housing for the elderly and for nursing home con- 
struction, it was vetoed with particular objections in the veto message 
to housing for the elderly. We passed a second version of that hous- 
ing act with the same improvements for the aged, and again it was 
vetoed. 

I personally appeared before the Subcommittee on Housing to pro- 
test the administration’s veto, and to urge passage of another bill. 
Finally, we did get the Housing Act passed and signed. The next 
battle is to appropriate the funds to carry out the programs. 
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In the course of just the past few months, our subcommittee had 
made the following headway : 

We have listened to scores of experts in Washington ; 

We have heard and read the testimony of dozens of national or- 
ganizations; 

We have heard the stories of hundreds of administrators at the fir- 
ing lines on local and State levels; 

Hundreds of older citizens have personally testified as many of you 
will do here today and tomorrow, I hope, about what they themselves 
feel has to be done to assure dignity and well-being to their lives; 

Thousands of people like you have attended these hearings and still 
more thousands have read about them and seen parts of them on TY; 

We have visited such places as rehabilitation centers performing 
miracles for the aged. We have personally inspected both good and 
poor nursing homes. We have talked to retired couples in public 
housing apartments and in homes for the aged ; 

We have gone into roominghouses in rundown areas of the big cities 
and have seen the third-floor walkups inhabited by lonely men and 
women in their seventies and eighties, forced to sleep, eat, wash, and 
“live” in one small partially furnished room. 

A nation that prides itself about a belief in the dignity of the indi- 
vidual, a nation that boasts of its great. productive capacity and the 
highest standard of living in the world, obv iously cannot tolerate any 
longer the indignity and low standard of living of millions of its older 
citizens. 

Health, financial, and housing requirements of the elderly are the 
priority areas that demand attention. These hearings in Grand 
Rapids are the first we have held in our own State. I want to pay 
tribute to the goals set, and the accomplishments achieved in Michigan 
under the courageous le: ership of Governor Williams. 

Just to list a few ex: umples : 

The people of Michigan have witnessed a remarkable improvement 
in the amount. of payments to recipients of old-age assistance. 

Great progress is being made in eliminating all arbitrary age limits 
in State employment and in promoting employment for all older 
workers. 

Voluntary and public organizations have been stimulated and sus- 
tained in launching local and statewide programs to improve the 
lives of Michigan’s 600 000 senior citizens. 

The University of Mic higan is recognized around the world for its 
research and service programs in the field of aging. 

Governor Williams and the State of Michigan have achieved na- 
tional renown for leadership in State mental health programs, an area 
of such immediate concern to the aged and aging. 

You know there is no simple answer to the many problems faced by 
our older citizens. Solutions can be found only through interested, 
concerted action by voluntary and local groups right in our home 
communities, aided by the cooperative efforts of State and Federal 
Governments. 

The gift of age is the fortunate destiny of an ever-increasing num- 
ber of Americans. We must accept the challenge to make these added 
years meaningful, active, productive, and happy ones. 
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We are fortunate to have with us this morning one of my colleagues 
from the 86th Congress, your very fine represent: itive, Congressman 

Gerald Ford. Jerry, we would like to have you come up here and sit 
with us. 

Jerry, do you have anything to add to the statement that I made? 

Congressman Forp. Mr. Chairman, as a representative from this 
congressional district, [ think I should first of all and most heartily 
welcome you and your staff for bringing these hearings to Grand 
Rapids. I believe these hearings will produce very constructive re- 
sults, and I am sure that as I look over the list of people scheduled to 
testify, and as I see the citizens who are here, in addition, I am confi- 
dent that you will get a very fine presentation for the subcommittee in 
Grand Rapids. 

We are proud of the people who live in this area and I am sure that 
the testimony given will be very helpful to you and your committee 
in its deliberations in proposing legislation for the Congress to con- 
sider next year. 

Again I welcome you, and we are mighty glad to have you for this 
hearing. 

Senator McNamara, Thank you very much. Certainly this seems 
to be sort of a bipartisan approach. ‘We hope it is. Any program 
of the magnitude and necessity of the one we are engaged in needs the 
help of everyone. We are very glad to have you here, Jerry. 

Lhavea telegr am from Senator ‘Kennedy, of Massachusetts. a mem- 
ber of the subcommittee, who, unfortunately, could not be here today. 
Senator Kennedy is a most effective advocate of the needs and rights 
of the elderly in this country. His telegram reads as follows: 


NOVEMBER 16, 1959. 
Senator PaT MCNAMARA, 


Publiic Museum Auditorium, Grand Rapids, Mich. 


DEAR SENATOR MCNAMARA: I am sorry to say that I cannot be with you today 
or tomorrow for the hearings on the aged but want to praise you on the fine work 
you and the committee staff are doing. 


JOHN F. KENNEDY, 
U.S. Senator. 

Now the first witness this morning was to be the Honorable Stanley 
J. Davis, mayor of the city of Grand Rapids, and I see he is here. 
We will be very happy to have you come up to the mike here, Mr. 
Mayor. Glad to see you, Stan. I want you to proceed in your own 
manner. You seem to have a prepared statement which doesn’t 
appear from here to be too long. Will you go right ahead. 


STATEMENT OF HON. STANLEY J. DAVIS, MAYOR, CITY OF GRAND 
RAPIDS 


Mayor Davis. Thank you, Senator. On behalf of the citizens of 
Grand Rapids, I want to extend to you and your committee and also 
to the Congressman our very best wishes and I Just want you to 
know that we are very happy that you are here. I don’t ever re- 
member a senatorial committee appearing in Grand Rapids and I 
think it a signal honor for the city. We have a problem here and 
[am glad something is going to be done about it. 

Grand R: apids has a “higher proportion of citizens over the age of 
65 than the State of Michigan, or the United States as a whole. We 
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have a very unique problem here. City officials everywhere in the 
country are faced with a vast number of problems which demand 
immediate attention, but cities are limited in their sources of funds. 
The resources available to them are not sufficient to deal with these 
problems adequately. The result has been that in the past 25 years 
cities have looked to the Federal Government for support for neces- 
sary programs. 

City governments have the responsibility to protect the health, 
welfare, and safety of their communities. This means fire depart- 
ments and police departments. It means providing a safe water 
supply and satisfactory methods of disposing of human waste. It 
means moving traffic and lighting streets. There is practically no 
aspect of daily living which is not touched by city services. 

It is the duty of the city to provide protection and services to all 
of its citizens equally. The type and degree of service is going to 
depend on the needs of the community. The problem of the aging 
population is not one that can be ignored by local officials, any more 
than they can ignore any other physical problems of their communities. 

However, I feel that there is the danger of our looking at the prob- 
lems of the aging as something apart from other needs of the com- 
munity. I believe that the most satisfactory approach to dealing 
with the needs of our aging population lies in educating all persons 
concerned with municipal services to these needs. 

It is not sufficient for us to place the full responsibility for dealing 
with our older population upon the churches or upon social agencies, 
or upon individual city departments. The problems of the aging 
population cannot be prevented in the sense that we try to prevent 
fires and prevent crime. They cannot be disposed of in the same sense 
that we dasa of rubbish or other wastes. We must recognize that 
the aging of the population represents a total change in our society, 
and we must deal with it as such. 

To be more specific, I believe the general areas of concern which are 
important to our older citizens are health, housing, welfare and recrea- 
tion. These categories are not different from those of our population 
as a whole. The major distinction is that our older citizens are 
sometimes less able to provide these essentials for themselves. More 
responsibility falls on private and public agencies to aid them. 

ome of the problems in meeting those needs are beyond the re- 
sources of individual persons, agencies, and even individual govern- 
ments at the local level. The matter of the aging population is one 
that is nationwide and not limited to individual communities. For 
this reason, I am gratified that Senator McNamara and this subcom- 
mittee have taken an interest in the problem and want to find ways and 
means to aid those of us in local government to meet the challenge of 
our aging population. ’ 

You will be hearing expert testimony from people who have spent 
years in dealing with problems of public health and welfare, people 
who are intimately acquainted with the needs of our senior citizens, 
but I do want to call to the attention of the subcommittee some ideas 


which may give you a picture of what we local officials have to con- 
sider. 
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URBAN RENEWAL HITS AGED 


First, there is the matter of urban renewal programs. Grand 
Rapids has embarked upon a large program which will result in the 
redevelopment of one of the city’s oldest areas. Eight hundred 
fifty families will have to be relocated to new housing as a result of 
this program, and the expressway program in the a Many of these 
people in the affected areas are first-generation Americans of ad- 
vanced years. Some have little else in this world than the roof over 
their heads, houses they bought and paid for over a period of man 
years; homes of very modest means. Their incomes are very small. 
Some just get by on small pensions only because they own their own 
homes. 

Now they face the prospect of being moved. Many of these houses 
are rundown and won’t bring much when sold to the government for 
expressway or redevelopment. Although these people may get enough 
from their homes to make a downpayment on a new house somewhere 
else, their incomes are not sufficient to continue large payments or 
maintenance on new houses and still keep food on their tables. Some 
provision for mass housing is going to have to be made. I urge this 
subcommittee to consider some sort of a program which will stimulate 
private developers to build a type of fiona which will meet the 
economic needs of this group of older people. They are depending 
upon us. 

ADEQUATE HOUSING 


I would like to tell this subcommittee something which I think they 


should consider in reviewing this problem of adequate housing. In 
Grand Rapids there is a street which has many small, inadequate 
rooms over stores where older men without friends or relatives seem 
to congregate. Their living conditions are to be pitied. Some of 
these rooms are so bad they are under the close scrutiny of our health 
department, which is concerned with the lack of sanitary facilities. 
The men who live on this street are not properly housed, nor do they 
know how to take care of their other needs, such as personal appear- 
ance and proper diet. 

I have talked to these people to find out what it is that brings them 
to Bridge Street. I find many of them with good pensions and could 
afford to live in better quarters. Companionship is the thing that 
attracts them to Bridge Street. They want the company of others, 
the attraction of the street lights, and people to talk to. Talking with 
these people makes me feel very strongly that it is not sufficient to 
provide just clean rooms and sanitary facilities in new buildings some- 
where else. These older citizens have to be housed in places where they 
can enjoy the companionship of others, where they have the freedom 
to get out and do things for themselves in stores, and where there 
are suitable recreational facilities. 


THE $1,200 LIMITATION 


I wonder if we don’t sometimes tend to minimize the ability of older 
people to do things for themselves. Many persons over 65 are fully 
capable of working and earning a living. I would urge this subcom- 
mittee to consider liberalizing social security provisions which limit 
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those receiving benefits to $1,200 per year in outside income. This 
limitation takes from our economy many persons who still have much 
to contribute. It also places a burden on social agencies to look after 
persons who are capable of looking after themselves if given a chance, 


TAX ASSISTANCE 


I would like to have the subcommittee give consideration to some 
kind of Federal program to assist older people who own their own 
homes to pay local property taxes. Our senior citizens want to meet 
their responsibilities as members of this community, but tax time often 
works a hardship on those whose incomes are limited to small pensions, 
Every time taxes become delinquent or special relief has to be given, 
total city services suffer. I propose that the Federal Government 
develop some sort of tax assistance program for persons over age 65 
whose total income is less than $1,000 a year. Such a program would 
help maintain the dignity of our senior citizens and help assure suf- 
ficient resources for local services. 























FEDERAL SCHOLARSHIPS 


You will be hearing from many experts about the importance of 
study and research into the special problems of the aging population. 
I urge that this subcommittee endorse a Federal program of scholar- 
ships to encourage research into the economic, social, and health prob- 
lems of the aging. I believe that the most important part of such a 
scholarship program would be making funds available to local officials 
and agencies for the further education of those persons already work- 
ing in this field. 

The problems of an aging population are nationwide. They are 
not limited to any one community. Public officials must be prepared 
to meet the challenge of a population of older years. We must give 
up the notion that the problem can be solved by building more old 
people’s homes and institutions. This is a costly process and does not 
make the best use of community resources. Our senior citizens expect 
to carry their share of the responsibilities of citizenship. We as pub- 
lic officials must help them todo so. I urge the subcommittee to do all 


in its power to help us at the local level to meet these challenges. 
Thank you very much. 











DISCRIMINATION IN EMPLOYMENT 


Senator McNamara. Thank you, very much, Mayor Davis. Your 
statement is certainly going to be very helpful to the committee and 
we appreciate your being here very much. I was glad you stressed 
this discrimination as to the aged, because several States already have 
passed State laws prohibiting discrimination because of age and em- 
ployment, and since we have a law in Michigan that does prevent types 
of discrimination, I hope some day we too will add a prohibition 
against discrimination because of age. 

Mayor Davis. I think it is a lot more important than discrimination 
because of other things because it affects so many of our people and 
I know in Grand Rapids we, of course, consider ourselves a little bit 
unique in this. We have a larger percentage of homeowners who are 
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residents of the city and they are in that aged group and the kids 
move outside the city but the oldsters remain. 

Senator McNamara. Yes, we find that in so many areas, where ac- 
tually it appears on the face of it that people own their houses, but the 
maintenance is so high on the house—though they had to have it in 
past years so they could raise their children—and it now gets to be a 
burden. 

You mentioned many people receiving a thousand dollars or less who 
are in this area of the aged and the aging. Actually our studies have 
indicated that 60 percent, three out of every five, who are over 65 years 
old fall in the category of having a money income of less than a 
thousand dollars a year, and this indicates the enormity of the eco- 
nomic problems involved. 

Mayor Davis. It is unbelievable in this country that people should 
exist on such a small amount. 

Senator McNamara. Thank you again, Mr. Mayor. You have 
been helpful to the committee and you can be sure your recommenda- 
tions will be given very serious consideration by the committee. We 
are very happy to have a representative of the State of Michigan 
here this morning, Dr. Albert Heustis. Dr. Heustis is the commis- 
sioner of the Department of Health, Lansing, Mich, and he has had 
great experience in this area, and we are very happy to have you here 
this morning, Dr. Heustis. 

Will you come up to the mike. I see you have a prepared state- 
ment, and we will be very happy to see that prepared statement, to- 
gether with any other material you have is submitted in its entirety, 
or is inserted in its entirety at this point in the record. You may pro- 
ceed in your own manner, Doctor. 


STATEMENT OF ALBERT E. HEUSTIS, MD., M.P.H., STATE HEALTH 
COMMISSIONER, LANSING, MICH. 


Dr. Hevustis. Thank you very much, Senator McNamara, and Mr. 
Ford. I speak as the State health commissioner representing an or- 
ganization in Michigan with some 85 years experience in protecting the 
public health. Our law is very broad. It says the State health com- 
missioner shall have power over the interests of the life and the health 
of the people of Michigan, and this includes the older folks as well as 
the younger folks. 

I would like to begin by sharing with you a quotation from the De- 
cember 1955, issue of our department publication—“Michigan’s 
Health”—which describes what old age could be, as follows: 

This is the comfortable time. It is the time when past tense rivals the pres- 
ent; “have done” competes with “will do.” It is a time beyond the fret of 
ambition—of release from anxiety and escape from competition. It is a time 
where the distillate of experience is finally crystallized into wisdom, when the 
long search for self is ending and a concern for others can become paramount. 

This is quite a challenge and the question before us is how do we 
help more older folks realize such rewards. This particular problem 
is accentuated because of our longer life spans, because of technological 
advances, the concentration of our population, the mobility of our 
people, changes in housing and changes in the family life. 

We see many practical ways to overcome barriers to a ripe old age 
and we would like to suggest some of the potentials. 
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You have been kind enough to place in the record the document we 
prepared, and I would particularly call attention to “Building Mich- 
igan’s Health” which is a report of the Michigan Public Health Study 
Commission under chairmanship of Prof. Wilbur Cohen, of Ann 
Arbor. I also would call your attention specifically to material shared 
with you in the (ore “Michigan People Past Forty-five.” We think 
those two parts of the document are extremely meaningful. In addi- 
tion to these exhibit materials, we would like to emphasize some of the 
points with the help of some slides. But to begin with, we would like 
to present for your consideration three basic ideas that are important 
to the health of the senior citizens. 


HEALTH EDUCATION FOR AGING 


The first one is salesmanship ; the second is finding disease early ; and 
the third is the partnership in care. 

First—salesmanship. Many of my colleagues in public health call 
this health education. Others might call it motivating, attitude change 
or even canalization. I am inclined to call it salesmanship because that 
is what it is. This salesmanship would be designed to stimulate in- 
dividual action; to get folks to plan for their older age before the 
meach those golden years; to use the resources available today—anill 
as going to the doctor and taking the doctor’s advice. It would stimu- 
late community programs—the services communities need to get the 
greatest return from the least possible amount of money. And it could 
stimulate the health professions as well—stimulate them to help bridge 
some of the gaps that now exist, and to take advantage of some of the 
newer things that can help meet the health problems of older age 
groups. 

EARLY DISCOVERY OF DISEASE 


The second main idea concerns itself with finding disease early. One 
of the great tragedies of our time is the lag in the discovery of disease— 
the lag in the use of the tools we already have to find disease early. 
Ideally, everybody should get to their physician periodically, not for 
just a physical examination, but for a periodic health appraisal, which 
ancludes much more than a physical examination. But if every older 
person in Grand Rapids should try to do this, they would find that 
there is not enough medical manpower—not even enough to take care 
of the sick people, and do the job the way it should be done. Thus, we 
in the State health department are interested in screening—screening 
in cooperation with private physicians—to try to find some way where 
nonmedically trained people, in most instances, can screen out those 
people who have the greatest reason for seeing their physician, and 
then see to it that those people get to their private doctors for diagnosis 
and any needed treatment. 

There isn’t anything new about this idea of screening. We have 
been taking chest X-rays for tuberculosis for more than 20 years, and 
other States have, too. And here in Michigan we have been hunting 
for vision defects and hearing losses in children for a long time. 

The new thing is the different types of tests. One test I will review 
a little later checks for cancer of the mouth of the womb in women— 
cervical cancer. It is a very simple test in which scrapings can be 
made by any physician in his office, These can be placed under the 
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microscope and we can find cancer of the cervix. This is important be- 
cause every year some 400 Michigan women die of this disease. 

There is diabetes—a progressive disease. If found early—in most 
cases, though not all—it can be successfully treated and complications 
can be prevented. In Michigan, over 1,500 people die from diabetes 
each year. 

There is glancoma—causing from 12 to 14 percent of blindness in 
adults. This can be found early by measuring the pressure in the eye- 
ball. Again, not all glaucoma can be prevented from advancing and 
causing blindness, but a great deal of it can, and I will shortly show 
some pictures to indicate how this can be done. ; 

We need to experiment. more with screening, using a battery of 
screening tests, where you bring people together and use these and 
other tests all at the same time. We would suggest that others fol- 
low the examples set in Grand Rapids and elsewhere—to try to have 
welfare recipients, industrial groups and other adults take a battery 
of screening tests. This should be done through organized programs 
in which the procedure is worked out in cooperation with the private 
physicians, and all persons with positive findings are referred to their 
physician for whatever diagnosis and treatment they may need. 


THE RANGE OF HEALTH CARE 


The third idea, in addition to salesmanship and finding disease 
early, concerns the partnership in care. I like to think of it as a multi- 
stage rocket. The first stage, and the one I think deserves greatest 
emphasis, is home nursing—nursing services in the patient’s own 
home; the second stage is the care in nursing homes; the third might 
be in the chronic disease facility; and the fourth in the acute general 
hospital. They are used in life in the reverse order, and most em- 
phasis over the years has been placed upon acute hospital care rather 
than upon services such as home nursing. 

In Michigan we have some 15 visiting nurses associations. These 
are centered in metropolitan areas. Some of the VNA’s work closely 
with the local health department, as they do in Grand Rapids. We 
have used some of the Federal funds made available to us by the Pub- 
lic Health Service to strengthen these services, but in our present situ- 
ation, it looks as though the farmer at home with a stroke has a long 
time to wait for this type of help. 


NURSING HOMES 


_ The Michigan Department of Health inherited responsibility for 
licensing nursing homes and homes for the aged in 1956. We have 
572 nursing homes which have four or more beds each, and thus must 
be licensed under our law. These homes have room for almost 16,000: 
patients. Almost 75 percent of these homes now meet our minimum 
requirements for a full license, but in the last 3 years, 125 homes have 
closed, changed location or reduced bed capacity—in most cases be- 
cause they could not meet the bare minimum standards. There are: 
two main problems: how to help the homes improve and how to foot 
the bill. Recently, a sample survey of costs was made in one area of 
Michigan. Thirty-three nursing homes shared their cost figures with: 
us. The costs, of course, are none of our business, because under the: 

























1210 THE AGED AND THE AGING IN THE UNITED STATES 





law we are concerned entirely with patient care. But these homes 
volunteered to share their costs with us, and we found that from one- 
half to two-thirds of the homes, depending on bed capacity, appar- 
ently were caring for public assistance patients at rates less than Op- 
erating costs. 

This simply means that if we put our own mothers into a nursing 
home, in aiken to paying our taxes, we have to subsidize the public 
charge patients in the nursing home because the government does not 
pay its share. We think government should pay the reasonable cost 
of the needed care for public assistance patients in nursing homes, 


CHRONIC DISEASE FACILITY 





The last type of service we emphasize today is that given by the 
chronic disease facility. In Michigan we have these in several stages 
of development, and we also have what are called county medical care 
facilities. I trust those from the social welfare department will dis- 
cuss the medical care facilities more completely because these are 
under their jurisdiction. 

The Saginaw chronic disease hospital unit is a good example of 
this type ‘of fac ility. Saginaw folks spent $1! 50,000 of local money 
in 1958 to build a chronic disease hospital, which is adjacent to their 
tuberculosis hospital. The unit accepts only public charge patients 
at the present time, so that those who can pay their own way have 
no possibility of service, and this is unfortunate because the hospital 
does have some available bed space. This is the halfway house be- 
tween the acute general hospital or the nursing home or the patient’s 
own home. It shows what a medium size community can do. The 
proper blend of home care, nursing homes, and the chronic disease fa- 
cility can help those in private medicine and those in the voluntary 
general hospital work together toward a greater and more effective 
partnership. 

a 
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BENEFITS OF HEALTH SCREEN 





VING PROGRAMS 





Now if we may have the first slide, please. 


9 cervical cancer screening projects, 1954-58 






These are rows from nine cervical cancer screening projects 
financed with Federal funds. Almost 4 cases per 1,000 screened were 
found. This can save lives. 

Here we see my associate, Dr. Richard Levy, who will be here for 
the entire day and will answer any questions you may have after I 
leave, drawing blood for a diabetes test. We use a mi: whine (a clini- 
tron) to test the blood sugar in a matter of 2 or 3 minutes. 







Diabetes screening using clinitron (10 projects) June 1957 to March 1959 
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More than 4 cases of previously unknown diabetes per 1,000 screened 
were diagnosed by the private physicians in followup of these surveys. 

In glaucoma detection, the physician tests for pressure in the eye- 
ball—and this does take a physician because it 1s delicate business. 
The testing instrument is called a tonometer. It measures pressure 
much the same as weighing something upside down. If the pressure 
is found to be abnormal, then an ophthalmologist checks the vision. If 
glaucoma is found, medication may be prescribed. A public health 
nurse may help teach the patient the proper use of the medication. 


Glaucoma screening survey, Ottawa County, May 1959 


Age group Total Total Suspects 
screened suspects | per 1,000 
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Again, the results are the sanyo thing. There were 20 sus- 
pects per 1,000 persons screened in this one project. There was no 
particular difference between the number of cases found in men and 
women. But there were four times as many cases found among per- 
sons over the age of 60 than among those under 60 years of age. 


REHABILITATION 


Now, then, we shift to the Saginaw chronic disease unit—a com- 
fortable place—not plush but comfortable—where the patients’ rooms 
have television sets, and there are fixtures such as hand railings along 
the corridors, so the patients can help themselves along with a little 
security. 

There is a patients’ dining room where they get together to eat, 
and an all-purpose room. Here the unit is equipped — with devices 
such as a trapeze suspended from the and the patient 
with good arm muscles can use the trapeze to get to the wheelchair, 
and then sail along and bid goodbye to that bed. This is one of the 
first steps in helping folks get along and do as much for themselves 
as possible. As you go through the unit, you see a variety of patients: 

One lady is blind. She was in a home for the aged and broke her 
hip. She was brought into the chronic disease facility bedfast. She 
has been able to get up. She is now learning to put her shoe on with 
a long-handled shoehorn. The determination in their faces and hands 
tells a story 

One fellow is exercising his arm muscles and his wrist muscles in 
the occupational therapy room. He is a person 79 years old with 
arteriosclerosis. Again the determination to come back. Another 
lady is on a tilt- table. This is tilted into a horizontal position and 
cher’ is learning to use her legs once again—to gradually strengthen 
them. 
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This lady is learning to walk using parallel bars. The belt around 
her waist is attached to the overhead track in case she stumbles, She 
is 53. She came in with her right side paralyzed and was bedfast. 
Now she is walking toward the wheelchair, and she hopes her next 
step will be toward home. 

Here is a 64-year-old man with diabetes who lost his left leg below 
the knee. He is learning one of the most difficult. things that one 
can do with crutches—to walk upstairs. 

This is a 71-year-old victim of a stroke learning to go down the 
stairs. In addition to the difficulty with her arm and with her leg, 
she has difficulty in talking—aphasia, it is called. 

Here is a speech therapist with the very patience of Job, himself 
teaching things by means of association, the use of a picture of a tele- 
phone 1 in this case, and the reward when the patient says: “How are 

ou? 
Here is a 22-year-old person paralyzed as the result of an accident, 
completing the 12th grade with the help of a visiting teacher. 

This woman is 60 years old. She came in bedfast because of a heart 
condition, and now is progressing and making stuffed animals to earn 
a little extra money on the side. 

This man, 72 years old, came in bedfast with a heart condition. He 
is now taking some interest in woodwork and learning to use plastics. 

In another corner of the occupational therapy room we see some 
folks in a group. They have the opportunity to work together and 
yet the expression on their faces shows concentration in their own 
individual work. 










































Saginaw County Hospital chronic disease unit, Sept. 8, 1958, to Sept. 1, 1959 





Condition on admission: 





Rehabilitation potential : 
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This is a summary: There were 112 persons admitted to the unit in 
the year ending September 1, 1959. At the time of admission 48 of 
the patients were judged by physicians to have rehabilitation poten- 
tial, and 42 more had some doubtful rehabilitation potential. 





Sacinaw County Hospirrat CHronic DISEASE UNIT 


(Sept. 3, 1958, to Sept. 1, 1959) 
Patients discharged : improved, 37 ; unimproved, 6; total, 43. 


The discharges in that same period of time, the first year of opera- 
tion: 37 improved ; 6 not improved, and most. ‘of the persons of the 37 
that were improved were discharged to their own homes. 

Here is a lady who was discharged to her own home. She is mak- 
ing the grade. She is talking with the public health nurse, again 
financed with Federal funds, who helps form the bridge between the 
hospital program and the local health department home care pro- 
grams. Here this 80-year-old is doing the things she likes to do in 
her own kitchen, and here, coming down the front steps. She says, 
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“My friends say that I am stubborn and maybe that’s so, but I just 
want to get. on by myself, and I am. 


RECOMMENDATIONS 


To sum this up, Senator McNamara, we make four specific recom- 
mendations for the consideration of your committee. 

First, we would recommend that local health services be strength- 
ened. .A great deal depends upon local government, and local govern- 
ment will not shirk its responsibility, but more State and more Fed- 
eral participation is necessary if we are to develop some of these 
services. 

The second point—and most important of all—we strongly recom- 
mend that you give preventive medicine the first priority. Now the 
problems of those who are already aged are manifold, indeed, and 
yet if we are to build for the future we must remember that the child 
today who does not get poliomyelitis vaccine may well show up as 
the cripple of 1999. Communities need more help for these preven- 
tive health services. 

Our third recommendation would be that we get more realistic 
about payment of care in nursing homes by government and find some 
way for government to carry its fair share. Cheap service is not 
good, and cheap service is often not economical either. 

Fourth, we would recommend that there be further broad-scale ex- 
ploration’ of public testing programs, and we would intensify the 
aie of public health, private medicine, hospitals, nursing 
homes and home nursing, as well as the public chronic disease hospital. 

It may seem a long way between what we are doing and what needs 
to be done, Senator McNamara and Mr. Ford, but it isn’t nearly as 
far to go as it is from the earth to the moon; it is not nearly as expen- 
sive to travel; it is just as exciting and, in our opinion, it is much 
more rewarding. 

We appreciate your consideration in giving us a little more than 


the usual time, and I will be happy to . do my best to answer any 
questions. 


DEVELOPMENT OF SAGINAW CHRONIC DISEASE UNIT 


Senator McNamara. Doctor, we don’t have any questions. Your 
testimony is excellent and very dramatic and the slides are very worth 
while. Tell us about this operation in Saginaw. This facility that 
does seem to be doing miracles, really. Is ‘that supported largely by 
local funds? 

Dr. Hevustis. It is supported entirely by local funds. The only 
other than local funds they get at all would be the categorical Federal 
grant programs, where they may get a small amount of Federal 
eee but the primary source of funds to build it and maintain it is 
oca 

Senator McNamara. Thank you. I expect it would qualify for 
Hill-Burton funds, would it not ? 

Dr. Hevustis. They didn’t qualify for Hill-Burton funds. They 
built the building, as you can see, and they have a 50-bed hospital for 

43350—60—pt. 6——2 








1214 THE AGED AND THE AGING IN THE UNITED STATES 


$158,000, and they have some things that would not meet Hill-Burton 
specifications. 

Senator McNamara. How old is it? 

Dr. Hevsris. It was built in 1958—started in operation in the fall 
of 1958. 









PERIODIC HEALTH EXAMINATIONS 









Senator McNamara. You indicated it would be of great help if 
people could get to their doctors earlier and have an opportunity for 
early discovery of cancer and related things. Isn’t the cost of people 
going for this examination that you mentioned rather prohibitive 
now ¢ 

Dr. Hevstts. I have no 

Senator McNamara. Do you have any figures on that? 

Dr. Hevstis. I have no figures on that. The care or the payment of 
physicians is not in the hands of the health department. This is han- 
dled by the crippled children’s commission me by the social welfare 
department. They might have some figures on that, sir. 

Senator McNamara. You know we have had some of the represent- 
atives of the medical profession before our committee, and they highly 
recommend physical examinations. 

Dr. Hevstis. Don’t use the word physical examination. Use the 
better word, periodic health appraisal. Let me amplify it. 

Senator McNamara. I think you need to because they mean the 
same thing to me. 

Dr. Heustis. There is a whale of a difference. In a physical exami- 
nation you go in and take off your clothes—and if anyone wants to 
know my test of a physical examination it is in direct proportion to the 
clothing they have to take off—but there is more to a health appraisal 
than that. "There is a very careful history and this does not come 
within the connotation of iiss physical examination. What has the 
person been doing! If he has been out on the farm pitching hay for 
70 years, he can do a few more things than if he has been sitting in an 
- e chair for 70 years or if he has had certain industrial exposure. 

», there is a very careful history covering their experience together 
w with the things they would like to do or feel called upon to do. "These 
are all extremely impor tant in giving the best advice for their health. 

Senator McNamara. I certainly agree with you, and I am sure no- 
body could disagree with that statement. However, if we have ap- 
proximately 16 million Americans who are over 65, and as you have 
very dramatically indicated, there are many problems below the 65 
vear age, too, we just don’t have enough doctors. You mentioned that, 
in passing, in your statement. How would you go about examining 
16 million Ameri icans to any degree—when I used the term “physicé al 
examination,” I think it would indicate even less of an examination 
than your phrasing. It presents a tremendous problem. 

Dr. Hevustis. Yes, but one of the things that could be done right 
away with the expenditure of very little money and with the present 
medical ms inpower is this process of screening. It could be done with 
the cooperation of the private physicians and local health depart- 
ments—agreeing upon a battery of from six to a dozen different tests, 
most of which could be done by nonmedical persons, but under medical 
supervision and with medical criteria. These tests would be reason- 
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ably simple to give. They could be evaluated by physicians. Those 
persons found to have a possible abnormality could then be referred to 
their physician for diagnosis and treatment. We could at least weed 
out those with the greatest need to consult their physicians. 

Senator McNamara. I think perhaps this recommendation is about 
as sound as any we have had in all of our testimony. 

Dr. Heustis. It makes sense to us. 

Senator McNamara. But even the semiskilled, these technicians 
who do the job, isn’t there a tremendous shortage of ‘those? 

Dr. Heustis. There is a shortage of all personnel, but we can find 
enough people to do work of this type. 

Senator McNamara. If we have the will to do it. 

Dr. Hevstis. If we have the will to do it, that’s right. This is based 
upon mutual trust and mutual cooperation between Government and 
private enterprise. 

Senator McNamara. This we need to develop, as you well know. 
You are the fellow right in the middle between Government and the 
professions we are t talking about. 

Dr. Hevstis. It isa very enjoyable spot. 

Senator McNamara. I think on both sides there is a need for recog- 
nizing the problem, from both sides. I am sure you are the pivot 
man on this problem. Can you estimate the savings in both lives, and 
particularly money, yielded by the screening and preventing of major 
illnesses? “Would there be a tremendous economic saving, as well as 
saving of lives as you have mentioned ? 


SAVINGS THROUGH SCREENING 


Dr. Hevstis. This, of course, is tremendously true. We get into 
pretty fantastic figures. I have no statistics available here but those 
who know how much it costs to take care of a dependent blind person 
would give you some idea. I have often thought it is much more eco- 
nomical to spend $15 a day—this is about the cost of care in a chronic 
disease facility—for 4 or 5 or 6 months than it is to spend $3.50 per 
day for the rest of a person’s life. To me, this makes sense, and I 
would not give you the impression that everybody who is bedfast 
may be put back to work either, but our figures show approximately 
15 percent of persons now bedfast in Michigan nursing homes have 
rehabilitation potential, at least up toa state of self-care. 


NURSING HOMES: LICENSING AND ENFORCEMENT 


Senator McNamara. Doctor, do you have any authority in the field 
of nursing homes as to their license operation ? 

Dr. Heustis. We license them, yes. 

Senator McNamara. Have you had occasion to close any of them, 
or many rather, in the State of Michigan ? 

Dr. Hevstis. One hundred twenty-five homes—I —— the figure is 
correct—have been voluntarily closed over the past 3 years. I think 
that was the figure I had. Yes, sir, 125 homes inal chi anged loca- 
tions or reduced bed capacity. Of the 125, if my memory serves me 
correctly, 75 were closed. This was done without going to court. We 
have had some administrative hearings. We have had excellent co- 
operation from the Michigan Nursing Home Association. Their ofli- 











1216 THE AGED AND THE AGING IN THE UNITED STATES 















cers serve with us on an advisory committee. 
exactly the same thing we are interested in. 
work with them. 

Senator McNamara. That’s fine. I am certainly glad to hear that. 
Are there many unlicensed homes, or do they constitute a special prob- 
lem ? 

Dr. Hevstis. Michigan law requires that every home with four or 
more beds be licensed or go out of existence by action of the health 
department. Homes with less than four beds are sometimes used, and 
the welfare department has some special prerogatives concerning these 
and the pay for the care in them. If the welfare department does 
not pay for care, to the best of my knowledge, there are no standards 
and no restrictions. The Nursing Home Association has some very 
strong feelings about this. 

Senator McNamara. Do you feel, Doctor, the Federal Government 
should attempt to institute standards, that is, establish standards in 
nursing homes, or should that be left to the States, in your estimation ? 

Dr. Hevstis. We in Michigan believe we have some pretty decent 

tandards. They are realistic. They are not sky high. In our for- 
aia testimony we have included a book of Michigan nursing homes 
and homes for the aged rules and regulations that. has some 250 rules. 
When we started, we published the whole book and said, “This is 
where we are going.” We started by enforcing some 35 or 40 of these. 
Then when the nursing home folks met those, we worked with the 
nursing home administrators, themselves, and the Nursing Home 
Association to jack up the floor. We are enforcing well over a hun- 
dred rules at the present time and we think we will be enforcing the 
whole book in another 2 or 3 years. 

Senator McNamara. Doctor Heustis, we have had complaints from 
nursing homes in the other parts of the country that they are con- 
tinually bedeviled by inspectors, fire department, health department, 
county people, State people, municipal people. Is this a tepaitinhetts 
complaint in your experience ? 

Dr. Hevsris. Why don’t you ask them, themselves? 
is here and he could answer that now or later. 
ing Home Association. 

Senator McNamara. We would like to hear from you too. 

Dr. Hevstis. In my opinion, no. 

Senator McNamara. I know you spend a lot of time in this area 
and I want to know from a public official if this is something to be 
concerned with. 

Dr. Hevstts. In the State of Michigan this is not a problem. I 
know nothing about other States. 


Senator McNamara. Fine. I understand Congressman Ford has 
a question. 


They are interested in 
It has been a pleasure to 
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COMMUNITY SUPPORT FOR SAGINAW HOSPITAL 





Congressman Forp. Thank you very much, Mr. Chairman. Doctor 
Heustis, I think your testimony was excellent and very helpful. I am 
very impressed with the illustration given as to the Saginaw hospital. 
Could you tell us what prompted the construction of this hospital ? 
Was it a local civic effort? How was the money raised? Who staffs: 
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it? And just any more details you could give us in reference to pay- 
ing its costs as it operates from day to day. 

Dr. Hevstis. For years, Saginaw has been a little unique in that the 
administration of the tuberculosis hospital—the communicable disease 
hospital—and the public health department have been under the super- 
vision of the same individual. So when the overall need for tubercu- 
losis beds became less in our State through the excellent work of local 
health departments and the excellent work of local tuberculosis sana- 
toriums, Saginaw found a few beds they didn’t need for tuberculosis. 
All of us then joined together to have legislation passed to allow them 
to use beds the same as they do in the “Sunshine Hospital in Grand 
Rapids for the treatment. of diseases other than tuberculosis. The 
tremendous potentialities for rehabilitation then became evident to 
the Saginaw local health officer. Saginaw has a local group on aging 
which is vocal and strong, and they ; get support. They were able to 
convince the county board of supervisors that. they had the central 
services to handle this facility, so they built pretty much on a shoe- 
string in the backyard. They staff the unit as a part of the overall 
tuberculosis-communicable disease hospital operation. They have a 
close tie-in with the public health department—the same administra- 
tion. The money came from the board of supervisors, and the money 

was spent because these people were told that this would save Saginaw 
County money in the long run. It isa Jocal situation. 

Congressman Forp. Thank you very much. 

Senator McNamara. Thanks again, Doctor. I think your testi- 
mony is excellent and it will be of great help to the committee and you 

-an be sure that your recommendations will be given very serious con- 
sideration. Thanks very much for taking the time out of a busy pro- 
gram to be here. 

Dr. Hevstts. Thank you, sir. 

Senator McNamara. We are very fortunate in having as our next 
witness this morning John B. Martin, Jr. My listing of witnesses 
this morning says he is chairman of the Michigan Legislative Ad- 
visory Council on Problems of the Aging. We know that John B. 
Martin is many other things and has made many contributions in 
public service down through the years, in so many areas I wouldn’t 
attempt to list them. Mr. M: artin, we are glad to have you here this 


morning and will you come up to the reutlee and proceed in your own 
manner, sir. 


STATEMENT OF JOHN B. MARTIN, JR., CHAIRMAN, MICHIGAN 
LEGISLATIVE ADVISORY COUNCIL ON AGING 


Mr. Marrtx. Thank you very much, Senator McNamara. I am 
also happy to be here because this ete of how we can best meet 
our responsibilities i in the field of the aging has been an intensive in- 
terest of mine for a number of years, and while we still have a long 
way to go we are making considerable progress here in Michigan, and 
it is crood to be able to say that. 

We have, as you know, a commission on aging which is working on 
the White House Conference. We have a legislative advisory 
council which was established by the legislature and we now have 
some 14 local committees on aging which are doing, I think, a wonder- 
ful job. They are, most of them, new and they are getting underway 
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various projects and programs which should make Michigan one of 
the leading States of the country in its aging programs soon, if it is 
not already So. 

I _— & Written statement which I will submit to you for the ree 
ord, but IT wanted to make some comments more or less from that 
statement in a rather informal way if the committee will permit me to 
do So. 

Senator McNamara. Thank vou, then 1f you will submit the com- 
plete text to the recorder, it will be published in its entirety in the 
record and you may summarize it to suit yourself. Go right ahead. 





CHARACTERISTICS OF THE AGING IN MICHIGAN 





Mr. Marrin. First of all, a question as to what are the general 
facts with regard to the aging in Michigan. The growth in Michigan 
of the aging population has been very rapid. It has increased by about 
23 percent “between 1950 and 1957. The aging population, those over 

65 today, represent about 714 percent of our total population, or about 
625,000. We figure from the rate, the general trend, that by 1975 
we will have a million persons over 65 here in Michigan. Now where 
are they? About half of them live in our eight largest cities. About 
40 percent, and this may be of special interest to you because you 
come from Wayne County, about 40 percent live in the Wayne County, 
Oakland, and Macomb County area, but the northern counties of the 
State, those in the Upper Peninsula and those in the upper Lower 
Peninsula have an unusually high proportion of aging in their popula- 
tion. About a third of our aging live in the more sparsely scree 
counties of the State. 

One or two comments as to our prospects for meeting our problem. 
The fact that we have a large population over 65 does not mean that 
every one who is aging requires some special help or treatment. Most 
older people in Mic ‘higan seem to be able to cope with their problems 
most of the time. That is they desire to remain self-sufficient and in- 
dependent, and most of them are able to do something to that end, but 
that does not mean we don’t have some very serious problems with 
those who can’t cope with the situation. It does mean, however, that 
our present resources—I think this is true for the country as it would 
be for Michigan—with our present resources, these problems are 
manageable. They can be met without bankrupting the country or 
doing : anything of that kind. 


HEALTH OF 






THE AGING 
The two points I want to talk about particularly are health and 
financial security. There are lots of other aspects of this, such as 
housing, education, recreation, and so on, but I would like to devote 
a few minutes to those two points. First of all, it is generally known 
that for persons over 65 serious illness is much more common than for 


younger people. In general, they require from two to three times more 
hospital care. 


What about the extent of disability in Michigan? We estimate 
that there are about 262,000 out of the 625,000 over 65 whose activity 
is somewhat limited because of chronic conditions. About 93,000 
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of those are unable to carry on their major activity, that is house- 
keeping or paid employment, and about 125,000 are limited in the kind 
and amount of major activity. 

Another angle, the question of mobility. About 31,000 are confined 
in their homes. About 25,000 cannot get around without some assist- 
ance and 75,000 have trouble getting around, but we are glad to know 
and it is worth knowing that about 80 percent of the older people 
are able to get around, to use that rather general phrase, without 
assistance. 

PREVENTIVE PROGRAMS 


Now, what about preventive programs? Dr. Heustis, who in my 
judgment and those of many others is one of the ablest public health 
administrators in the whole country, has talked about screening and 
the advisory council believes in this kind of a project. The difficulty 
that we have is not in getting the screening done. We are starting a 
project here in Grand Rapids for the screening of old age assistance 
recipients as they come into the program. W e are doing that with 
the private doctors and we are having the maximum coopei ration from 
the medical society, but our problem is what to do with the people 
who, after we find they have some chronic problem, require continuous 
treatment. 

Now if we do a proper job of screening we are going to find we 
have a much bigger job immediately of ti aking care of some of those 
people, and some provision has got to be made for it. It doesn’t do 
any good to find out that somebody has a bad health condition and 
needs treatment and then not immediately go to treatment on it. 


RESTORATIVE PROGRAMS 


Another real point with regard to this field and this is on general 
attitude. Too many people still feel today that if these older people 
have a chronic disease, the only thing you can do is to aah them 
comfortable. We have got to overcome that attitude, and we have got 
to establish an objective which is not to take these people into an insti- 
tution, into a county facility, but to do whatever is necessary by way 
of a program to restore them to the maximum level on which they can 
function and get them back into their own homes. Too many of our 
county facilities today are just custodial institutions. A great ma- 
jority of them are. Maple Grove here in Grand Rapids is one which 
is not. There are one or two others and an experiment has been con- 
ducted at Jackson which shows that these people can be treated so as 
to bring them back into their own homes or into boarding homes in a 
relatively healthy condition at least, so they can function as operating 
citizens. I should add that finding good boarding homes is not easy 
but it is much better and much less expensive than keeping these people 
hospitalized. 

We have only 676 chronic disease beds in the State of Michigan. 
The Federal standards on chronic disease beds would indicate we 
ought to have about 15,000 beds. Now that doesn’t mean that any- 
one who doesn’t get into one of those 676 beds doesn’t get into a bed. 
It means they go, in many cases, into the general hospitals which are 
designed for acute care, care of acute illness, and the result of that is 
that many of our general hospital beds are occupied for longer 
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periods of time than they should be by people who ought to be m some 
kind of a situation where they don’t require this intensive nursing 
care. 

Most county hospitals where the job of rehabilitation must be done 
are not equipped either trainingwise or ee to do this job, 
and that I think is where we have to look and we are going to have 
to spend more money than we are on development of several pro- 
grams of rehabilitation in these institutions. 


NURSING HOME CARE 


About nursing care? We have 4,112 skilled nursing beds in Michi- 
gan. That’s the total of beds in nursing homes where we have skilled 
nursing service. Under the Hill-Burton Act some planning has been 
done for the number that we seem to have a need for and this figure 
of 4,112 is about 26.4 percent of those that we think we need. In 
other words, we need around 16,000 skilled nursing beds in Michigan. 
There are 29 areas of the State that have absolutely no skilled nursing 
beds available at all. 

Now this presents right here a problem. The difficulty that we get 
into arises when we try to establish standards such as Dr. Heustis 
was talking about and when we tell these proprietary homes “You 
must keep raising your standards. You must get them up there. 
You must have a better program.” The reason is that they are op- 
erated on a profit basis. There is no other way they can be operated. 
They are not eleemosynary institutions and you face then the problem 
that they are limited in the kind of program they can present by what 
they are paid for their service even though they are willing to develop 
a better program. 


RELATING PAYMENT TO LEVEL OF SERVICE 


The advisory council has suggested that perhaps some payment, 
some procedure for paying extra amounts to homes which would main- 
tain the best kind of a program might be a possible answer. You ask 
if there should be Federal standards for nursing homes. In Michi- 
gan this would not be necessary. I can’t speak for the rest of the 
country. In Michigan it would not be necessary but we have got to 
do some further intensive study on what is the cost of maintaining a 
nursing home with the right kind of program, and not just a custodial 
program and we don’t have satisfactory figures on that. If we knew 
that, then we would know what we are shooting for. We would know 
what payments such homes must receive to make it possible to demand 
and enforce sound standards. 

I am going to skip over two or three things here rather rapidly. 
The visiting nurse program, Dr. Heustis has spoken about. It is ter- 
ribly important in this field because we find the visiting nurses in 
Michigan devote 42 percent of their time to the cases of people who 
are over 65 although the number of people under nursing care who 
are over 65 is a much smaller percentage of the total number of cases. 
This might be expected I suppose because we know they require more 
care. An extension of this visiting nurse service is badly needed and 
we have suggested to the legislature that. there be local rural health 
department grants, grants to local rural health departments because 
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the rural areas are the most neglected areas. Those are the areas in 

which not much is happening. In fact, practically nothing is hap- 

pening there and you can see why, because they are not organized 
for it, but that is a real problem and if you are going to put it on a 

money basis, this is ee le ast expensive way to meet the need in our 
opinion, and still meet it well. 


SOCIAL SERVICES 


Now as to homemaker services. This has not been tried in Michi- 
gan very much. We are now in Grand Rapids trying to set up such 
a program. We say to the MESC “Look, 1f you will maintain a list 
of people who will be homemakers for these people who need care, and 
ae them in touch with the old people who need the care, we will see 

to it these people get some training so when they go into those homes, 
they can do the proper kind of job.” 

Now these people are not skilled people. They are not nurses but 
they know how to make homes because they have been doing it all 
their lives, you see, but it requires effort and work to get the program 
organized. 

‘As to “Meals on Wheels”, Herman Gardens down in Detroit which 
you know about has now instituted a meals on wheels program, where 
a hot noon meal and light evening meal can be taken to people who 
can’t get out of their homes. We think that isa very good project and 
down at Lansing I think Dr. Heustis mentioned a survey 4 at made 
down there. That’s an important step but it is just in the early stages. 

I would like to make a few comments on the question of the cost 
of health care because that is related to the basic problem of financial 
security or insecurity which is at the heart of most of this situation. 


COST OF HEALTH CARE 


Everybody knows the cost of health care has risen very rapidly, 
medical care particularly, and this is hardest on older people because 
their incomes are declining, and their needs for medical care are in- 
creasing, so they get a double shot of trouble. In Michigan about. 25 
percent. of the old people, as far as we can tell, have Blue Cross or 
Blue Shield coverage. A new policy and a very good one has been 
offered and it is a real step forward. There are commercial plans 
which have varying benefits. Some of them are good, and some of 
them are not. The objective ought to be some kind of comprehensive 
coverage on health care at a low enough cost so that more of these 
old people can meet it themselves. if they cannot meet the cost, their 
medical needs will still have to be met in some other way. 

Now I said a minute ago that the root or the heart of these problems 
is a financial one because if an older person or an older couple are 
constantly concerned with whether they are going to have a dollar 
to buy a dollar and a half’s worth of food or - medicine they are not 
going to be much use to themselves or to the society in which they 
live. It twists their outlook. It limits their creative contributions 
and affects their whole emotional and intellectual development. 
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All right, then, what is the extent of financial insecurity in Michi- 
gan? I'm talking about older people. In order to get at that, you 
have to know what level of decent existence you are going to try to 
set as the floor below which you won't let anybody fall. In order to 
do that you have to establish some kind of a budget of goods and serv- 
ices which they need, and then you have to determine what is the cost 
of such a level of living. This is a field where we need a lot more 
information than we have had to date, but the social security adminis- 
tration and the bureau of labor statistics worked out what I call a 
basic decency living budget. It isn’t a subsistence budget. It is more 
than a bare level of subsistence but they define it this way, and I think 
it is a very good definition. They define it as goods and services that 
are necessary for a healthful self respecting mode of living that allows 
normal participation in community life in accordance with current 
community standards. Social and conventional as well as psychologi- 
cal needs are taken into account. The level is definitely over the su 

sistence level. On the other hand, it is not a luxury budget nor does 
it represent an American ideal way of living. 
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Now that budget worked out for the city of Detroit shows a budget 
for a couple, for an aged couple of $1,987 a year. This is the cost of 
living on that budget in Detroit for that period for an older couple. 
For a single man it would be $1,602 a year, and for a single women 
$1,495. Based on the best income figures that we can get for older 
people, and we have had to use national figures and we are not very 
well satisfied with them but this is the best we have, we estimate that 
in Michigan 40 percent of the aged couples fall below the income neces- 
sary to maintain this decent level of living. This gets worse when you 
talk about single men. Sixty-eight percent of the single men who are 
over 65 fall below the level I mentioned, below $1,600, and 7 it percent of 
the single women, a problem I am sure you know the problem is worse 
of all for widows and other single women. These figures take into 
account of types of sources of income. They take into account social 
security. They take into account old age assistance, private pension 
plans, and they take into account some earnings, so that they are com- 
prehensive but these sources of income, all taken together, still leave us 


with a living income gap for a substantial number of old people in 
Michigan. 
















OLD-AGE ASSISTANCE 


Now old age assistance may supplement social security but there is 
a maximum as you know of $80 old age assistance and there is a maxi- 
mum of $90 convalescent care. <A fifth of our people getting old-age 
a and there are about 63,000 of them getting the maximum 
rant of $80. When their needs are in excess of that grant, some sup- 
= nlite isneeded. This is available in three counties, Kent, Ing- 
ham, and Wayne County but it is not available in most other counties. 
Now that means that those older people are living on less than the 
minimum budget which the welfare department has worked out and 
the welfare department budget is substantially below the budget which 
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I quoted to you here just a minute ago from the social security ad- 
ministration. The figures that I have gotten rather eee on this 
show that the welfare budget runs about, for the State asa whole, 
about $91.42 a month, and that comes out to $1,097 a year end this seems 
to be for all persons. It isn’t broken down on couples and so on, so 
that we know even on this budget which seems to be absolute mini- 
mum, there are many people in . Michigan who simply are living on 
less than it takes to keep them alive. This is a situation that certainly 
is intolerable in a State like this. 

I think that we need something—we need a study which would be a 
study by government experts and by layman because this ought to 
have the opinion of the average American as to what a decent standard 
of living is. We ought to have a study that would come up with a 
budget that people generally could agree was the minimum we could 
afford to let people live at, and then we ought to set about reaching it 
by whatever means are necesary, either social security or old age assist- 
ance or whatever other course you may want to follow. 

This covers everything I think I should say at this time but I just 
wanted to repeat that the heart of the problem, for our older people, 
is a financial one, and if we could meet that, and I am serfectly con- 
vinced that we can, we will relieve untold distress and il] health and 
unhappiness for the older people of our community. 

I am sorry I have run on a little at length here but perhaps this 
gives a background for some of the other testimony that you may 
have. 


Senator McNamara. Mr. Martin, we appreciate very much ‘your 


being here. We beara also your demonstrated interest in the 


problems of the aged and the aging. I don’t have many questions to 
ask you. I would ask you this. Do you have any suggestions for 
State and Federal assistance to do something i in screening or securing 
medical care after screening? Do you think the State “and Federal 
Governments should play more of a role in this area? 

Mr. Marrtn. I think they may have to because many of those cases 
are cases where there is no assistance available at the present time. 
The welfare department says “We can’t do it,” and obviously some- 
thing has got to be done. I think it probably can be done statewise, 
at least i in Michigan I think it could; yes. 

Senator McNamara. Thanks very much. You have made a tre- 
mendous contribution to our record, and we will give very serious 
consideration to all of your recommendations, you can be sure. 

(The prepared statement of Mr. Martin follows: ) 


STATEMENT OF JOHN B. MARTIN, CHAIRMAN, MICHIGAN LEGISLATIVE ADVISORY 
COUNCIL ON AGING 


MICHIGAN’S OLDER POPULATION 


The growth of Michigan’s older population in this century has been impres- 
sive. Between the years 1900 and 1950 the population aged 65 and over increased 
by 381 percent. During the same period, the total State population growth 
was 263 percent. However, legislative advisory council estimates indicate a 
decline in the rate of growth of the elderly population since 1950. Both the 
total State population and the aged increased 23 percent between 1950 and 
1957. 

Today older persons comprise 7.5 percent of Michigan’s population, a figure 
which is somewhat below the national average. By January 1960, the State 
will, according to our estimates, have at least 625,000 older citizens. By 1975 
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there will be nearly 1 million elderly people in Michigan. Simply on a numerical 
basis, the aged are an increasingly important segment of the State’s population. 

Like the rest of the population, old people tend to be concentrated in the 
cities of the Lower Peninsula. Approximately half of the aged live in eight of 
the State’s largest cities. Almost 40 percent are located in the Detroit area 
alone, that is, Wayne, Oakland, and Macomb Counties. On the other hand, 
Michigan’s northern counties contain an unusually high proportion of older 
people. Relatively little is known about these rural older people, and their 
needs deserve increasing study and attention in the years ahead. The more 
publicized problems of the urban areas should not cause us to forget that one 
third of the over 65 group lives in the more sparsely populated rural counties of 
the State. 


MAJOR PROBLEMS OF THE AGED: AN INTRODUCTION 






At times we seem to find magic in numbers. Because the older population is 
rapidly growing, it is sometimes assumed, ipso facto, that the problems of the 
aged are also becoming more acute. Yet this is not necessarily the case. The 
past decade has seen a tremendous growth of interest in the needs of the aging. 
Interest has been followed by study and analysis, which in turn have generated 
some action. Although current programs are far from adequate, it is neverthe- 
less encouraging to realize that America and Michigan are becoming cognizant 
of the challenge of an aging population and are mobilizing to meet this challenge. 

There is another point which ought to be kept in mind. Despite serious diffi- 
culties, most older people seem able to cope with their problems in an adequate 
fashion most of the time. These people are attempting to remain as independent 
and self-sufficient as possible, although the capacity to maintain independence 
may decrease with time. Thus because elderly people generally try to meet 
their own needs, the social problems of aging are manageable problems, many 
of which can be solved through proper use of the resources now at hand. 

Older people, like people of any age, contend with a wide variety of problems 
of varying degrees of seriousness and complexity. In any consideration of the 
needs of a group, however, it is necessary to draw a distinction between those 
problems which are of major importance and those of lesser importance. In 
making this distinction, we believe that the proper approach is to define as 
major problems those which are of most concern to older people themselves. 
On this basis, health and financial security are regarded as the two most critical 
problems of the aging. Of the two, evidence from a recent national mental 
health study indicates that health problems are the more significant source of 
concern for the aged: more older people reported experiencing worry and un- 
happiness because of their health than for any other reason.’ 

In light of their extreme salience for the aged, this report will focus upon the 
health and economic problems of older people in Michigan. 


HEALTH 


The likelihood of serious, disabling illness or injury increases significantly 
with age. Furthermore, only recently have we learned how to deal with 
chronically ill persons so as to restore them to a normal living. This is per- 
haps the core of the health problem of the aged. 

Chronic, or long-term, illnesses are by no means confined to the aged, but the 
highest illness and mortality rates are found in this group. Although there 
are many serious chronic conditions, just four diseases are responsible for 80 
percent of the deaths of aged persons in Michigan: heart disease, cerebral 
accidents, cancer, and arteriosclerosis.* The central problem, however, is the 
crippling and disabling effect of chronic illness. The consequences of chronic 
illness are reflected in statistics compiled by the U.S. Public Health Service on 
the basis of the 1957 National Health Survey. The survey documents the com- 
mon observation that the older one gets, the more difficult it is to carry on major 
activities because of ill health, and the more difficult it is to get around. The 
survey found that 4 percent of persons under 45, 17 percent of those aged 45-64, 
and 42 percent of persons aged 65 and over had te limit their activities because 
of chronic conditions. Less than 1 percent of those under 45, and only 3 percent 






1Gurin, Gerald; Veroff, Joseph: and Fields, Sheila. ‘‘Americans View Their Health.” 
Especially chs. 2 and 8. New York: Basic Books (in press). 

®Lenzer, Anthony: Pond, Adele S.; and Scott, John. “Michigan’s Older People,” p. 52. 
Ann Arbor: Legislative Advisory Council on Problems of the Aging, 1958. 
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of persons aged 45-64, were completely unable to work or carry out household 
duties; yet 15 percent of the older population could not undertake these major 
activities. All told, 21 percent of persons over 65 had some mobility limitation, 


as compared with 5 percent of persons aged 45-64 and less than 1 percent of 
Americans under 45.° 


Extent of disability in Michigan 


To obtain a rough idea of what these figures mean, assume that the incidence 
of disability among the aged in Michigan is the same as that found in the 
Nation as a whole. Applying the above percentages to the estimated January 
1960 aged population of the State (625,000), the following picture emerges: 


ACTIVITY LIMITATION 


Number of older people in Michigan with some chronic activity 
limitation 262, 500 
Number not limited in major activity, but otherwise limited 56, 250 
Number limited in amount or kind of major activity 125, 000 
Number unable to carry on major activity 750 


Notg.—Major activity means paid employment or housekeeping. 


MOBILITY LIMITATION 


Number who have trouble getting around alone , 000 
Number who cannot get around alone 000 
Number who are confined to the home 250 


One encouraging feature of the otherwise grim picture just presented is that 
while chronic conditions more or less limit the activities of over 40 percent of 


the aged population, fully 80 percent are able to get around alone without 
difficulty. 


Dealing with chronic illness and disability 
What is now being done to reduce the impact of chronic disease and to improve 


the health of the aged in Michigan? To what extent are health services and 
facilities adequate to meet the needs of this group? These questions must now 
be considered. 


PREVENTIVE PROGRAMS 


With regard to chronic disease, an ounce of prevention is worth at least a 
pound of cure. In recent years, voluntary health organizations concerned with 
such diseases as heart, cancer, and arthritis and rheumatism have conducted 
extensive campaigns aimed at alerting the population to the danger signals of a 
particular disease and at inducing people to seek medical treatment if the 
symptoms of the disease appear. At the same time, State and local health de- 
partments and voluntary health agencies have attempted to screen large segments 
of the population for early detection of disease. Unfortunately, we have little 
information on the effectiveness of the mass screening techniques for the oider 
generation. For those aged people who are already anxious about their health, 
submission to a screening examination may be viewed as a potential threat and 
hence avoided. The effect of educational campaigns may be to increase anxiety 
also. A more thorough study of preventive techniques and ways to implement 
these are urgently needed. 

Whatever may be done by way of preventive programs, we will still have the 
immediate problem of treating persons who are presently afflicted with chronic 
illness. The main purpose of such treatment should be to restore the ill person 
to the highest possible level of functioning of which he is capable, and to main- 
tain a high level of health and functioning for as long as possible. To achieve 
this goal, many kinds of services and facilities are needed, some of the most im- 
portant of which are discussed below. Even more critical than any particular 
medical facility is the attitude of the doctor, the family, and the community 
toward the elderly patient. It is still widely believed that little more can be 
done for such patients other than making them comfortable. This attitude 
reflects ignorance of human capabilities and of the successful metheds that have 
been developed for helping even the seriously deteriorated older patient. 


*“Preliminary Report on Disability, United States, July-September 1957.” U.S. Na- 
tional Health Survey, series B—4. Washington: U.S. Public Health Service. 
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Chronic-disease hospitals 


These are hospital facilities which provide long-term active medical treatment 
and physical restorative services to the chronically ill. In 1958, there were 
only five hospitals in Michigan which offered the kind of total restorative pro- 
gram envisioned in the concept of a chronic disease hospital. These facilities 
had 585 beds all told. By 1959 the number of beds had been increased to 676. 
Federal standards indicate the need for two chronic disease beds per thousand 
population. On this basis, Michigan should have nearly 15,000 additional beds 
to meet the need. 

Both general hospitals and county institutions provide care for thousands of 
chronically ill patients. Almost all general hospitals admit the chronically ill 
during the acute phase of their illness, but few make provision for transition 
to a long-term restorative program after the acute phase is past. General hos- 
pitals are basically designed to meet the needs of the short-term, acutely ill 
patient and not the chronically ills County hospitals, on the other hand, are 
intended for long-stay patients. But with very few exceptions, county hospitals 
are neither staffed nor equipped to give more than nursing and custodial care. 
However, a research demonstration team from the University of Michigan has 
shown that it is possible to establish effective programs of physical and social 
restoration in county facilities at moderate eost. The same result is being ob- 
tained at Maple Grove facility here in Grand Rapids. Hopefully Michigan’s 
county hospitals will assume increasing responsibility for the medical treatment 
and functional restoration of the chronically ill older patient. 

Nursing care facilities 


Under Michigan law a nursing home is defined as “an establishment or in- 
stitution other than a hospital having as one of its functions the rendering of 
healing, curing, or nursing care for periods of more than 24 hours to individuals 
afflicted with illness, injury, infirmity, or abnormality.”* This definition is 
broad enough to include facilities which vary considerably in the type and qual- 
ity of care that is provided. Homes which offer 24-hour skilled nursing care 
under the supervision of a graduate nurse are known as skilled nursing homes. 
Such facilities provide continuing care and assistance to patients who no longer 
need an intensive hospital program. 

A recent inventory of nursing homes in the State indicated that there are 
only 4,112 skilled nursing care beds in existence or under construction, in fire- 
resistant structures. This represents only 26.4 percent of the program now 
planned under the terms of the Federal Hill-Burton Act, a law which provides 
grants to the States for construction of medical facilities. However, the num- 
ber of beds “programed” is far less than the number needed, based upon a State 
ratio of two beds for every 72 persons aged 65 and over. In these terms, Mich- 
igan now needs 23,364 skilled nursing beds. Twenty-nine areas in the State cur- 
rently have no skilled nursing beds or none in fire-resistive structures.° 

The urgency of this need has been recognized at the national level; provision 

yas made in the Housing Act of 1959 for Federal mortgage insurance for pri- 
vate nursing homes. It is anticipated that under this statute, many old struc- 
tures will be replaced by new skilled care facilities. As another step toward 
better nursing home care, the legislative advisory council has recommended a 
sliding scale of State payments for nursing care of public assistance recipients.’ 
The incentive of higher fees was seen as an incentive for provision by nursing 
homes of better quality care. 


Home care programs 


Home care programs are designed to provide the essential services which will 
enable ill or incapacitated persons to remain in their own homes. Important 
home services include the visiting nurse, homemaker, and meal service (meals 
on wheels). 


VISITING NURSES 







Sixteen communities in the State are now served by visiting nurse associa- 
tions: these organizations are under both public and private auspices. The 
VNA’s serve persons of all ages, but the chronically ill and aged are utilizing an 


4 See “State Plan for Hospital and Medical Facilities Construction, 1958-59.” 
Michigan Office of Hospital Survey and Construction, 1959. 

5 Act No. 139, Public Acts of 1956. 

® See footnote 4 above. 

7 Second Annual Report to the Michigan Legislature. Ann Arbor: Legislative Advisory 
Council on Problems of the Aging, January 1958. 
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increasing portion of VNA service. During 1958, for example, persons aged 65 
and over made up 16 percent of the Detroit VNA’s caseload but used an esti- 
mated 42 percent of all nursing visits made by the staff during that year. This 
one agency made nearly 50,000 visits to older persons in 1958.° 

From all indications, the same situation prevails in other communities served 
by VNA’s. Presently these are all located in urban areas. To extend the scope 
of this important service, the legislative advisory council has recommended that 
the State health department be enabled to make grants to several local health 
departments in rural areas, in order that additional nurses can be employed at 
bedside care.” 

HOMEMAKER SERVICE 


Widely utilized in other States and foreign countries, homemaker services 
have been slow to win acceptance in Michigan. Homemaker service was origi- 
nally conceived of as a device to assist younger families through crisis periods, 
but its applicability to the aged soon became evident. 

The legislative advisory council has urged that a modest amount of State 
funds be made available to local health departments in smaller communities so 
that home care programs could be established on a demonstration basis.” Be- 
cause homemaker service is a relatively new and unfamiliar idea in Michigan, 
demonstration projects in different parts of the State would have considerable 
catalytic value. 

MEALS ON WHEELS 


This is an even newer service, found only in a handful of cities throughout 
the country. Its basie purpose is the maintenance of good nutrition and health 
among those who are unable to cook for themselves or to take their meals outside 
of the home. One or more nutritious, low-cost meals are delivered daily by the 
sponsoring agency. Committees on aging in several Michigan cities are con- 
sidering the creation of such a service: a meals program is getting underway 
in Detroit, with the sponsorship of the Detroit Metropolitan Committee on 
Aging. This program is designed primarily to meet the needs of elderly resi- 
dents of the Herman Gardens public housing project. 

The Lansing project on aging recently carried out a survey in part to deter- 
mine the extent of interest in such a service. A sample of 129 persons aged 55 
and over residing in a downtown area was interviewed. On the basis of this 
study it can be estimated that approximately one-fourth of the older persons 
in the survey area would use meals on wheels, immediately or sometime in the 
future when the need arose. The statistics are provocatively interesting, but 
require verification through additional studies. 


The cost of health care 


Maintaining good health is not only a biological and a medical problem, it is 
also an economic problem. The cost of health care has risen greatly. The index 
for medical care has risen 58 percent during the same period. As heavy users of 
medical care, the aged have been particularly hard hit. 

How do older people pay for their health care? About 25 percent of Michi- 
gan’s aged population had Blue Cross-Blue Shield protection as recently as 
recently as August 1959. At that time Blue Cross offered a new “senior certifi- 
cate” policy on an individual basis to those over 65. An unknown number of 
other older persons are covered by commercial health insurance contracts. Com- 
mercial plans for the aged have become much more readily available in the past 
few years, but these plans have the disadvantage of limited benefits, relatively 
high costs, or both. For older people in particular, comprehensive coverage and 
low cost are essential features of good insurance protection. 

The majority of the State’s elderly people do not have health insurance but 
either pay their own medical bills, have them paid by relatives, receive free 
service, or seek public medical care. 


PUBLIC MEDICAL CARE 


Federal, State, and local governments share in the costs of medical care for 
indigent older people. The largest part of the public funds so expended go to 
pay for care in general hospitals and county facilities. In 1955, for example, 


§ Letter from Miss Winifred Kellogg, assistant director, Detroit VNA, Aug. 10, 1959. 
® See footnote 7 above. 


10 See footnote 7 above, 
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care for old-age assistance recipients in Michigan in these two types of institu- 
tions cost more than $6% million.” Additional millions were spent for care in 
private nursing homes and other institutions. 

The legislative advisory council recognizes the need for institutional care, 
but at the same time feels that more emphasis ought to be placed on early 
detection of illness. Early case findings—followed, of course, by prompt medical 
treatment of previously undetected conditions—should, in the long run, reduce 
the need for institutionalization, and hence reduce public costs. As a beginning 
in this direction, the council has recommended that comprehensive physical 
examinations be given persons upon entering the old-age assistance program. 
Inasmuch as the State is responsible for recipients when they become ill, it 
would seem reasonable to reduce such illness to the lowest possible level through 
early case-finding and treatment procedures. 

Whether it is paying directly—as through old-age assistance medical care— 
or indirectly by subsidizing more home care and other health services society 
has a very considerable stake in the financing of health care for the aged. Thus 
it is imperative that these expenditures be planned wisely, in relation to one 
another and to the basic needs of the aged. 


FINANCIAL SECURITY 








The diseussion of medical economics leads naturally into a more general 
review of the financial status and needs of the aged. Financial insecurity is 
important not only for its direct effects upon the health and physical well-being 
of the individual, but also because of the limits it imposes upon emotional and 
intellectual development. Persons whose energies are absorbed in a struggle 
for subsistence are not likely to make creative contributions to their own welfare 
or the well-being of others. 








Extent of the problem 


What is the extent of financial insecurity among older people in Michigan? 
In order to answer the question, “financial insecurity” must be defined in terms 
of some level of living and the goods and services required to enable people to 
maintain such a level. Pricing these goods and services makes it possible to 
determine the amount of income needed for that standard of living. 

A budget which would permit an elderly couple to maintain a basic level of 
decent living was developed jointly by the Social Security Administration and 
the Bureau of Labor Statistics shortly after the Second World War.” This basic 
budget was priced in a number of cities and Detroit, and was adapted for non- 
married persons, as well as couples, living in cities of various sizes by the 
authors of an authoritative study of the economic status of the aged.” 

This basic budget has been defined as one which includes “goods and services 
that are necessary for a healthful self-respecting mode of living that allows 
normal participation in community life in accordance with current American 
standards. Social and conventional, as well as psychological needs are taken 
into account. This level is definitely above the subsistence level * * * on the 
other hand it is not a luxury budget nor does it represent an American ideal 
way of living’ The budget, however, is based upon standards of consumption 
prevailing in the prewar years and thus is inadequate as a measure of present 
consumption needs of older people. Unfortunately, no up-to-date standard is 
available at this time. Although it is outmoded, the Government budget is the 
most authoritative and widely used standard available and hence was used by 
the legislative advisory council in developing estimates of the amount of income 
required by Michigan’s older people in order to maintain a basic level of living. 
Separate estimates have been made for cities of different sizes, and for non- 
married men and women as well as couples. Dollar amounts of September 1959 
prices. 





























11 See footnote 2 above, pp. 69-70. 
12 See footnote 2 above, pp. 12-16 and especially fig. 6. Note that older couples are 
assumed to be homeowners, since this is apparently true for the majority of older couples 
in Michigan. Figures for nonmarried persons reflect the somewhat higher expenditures 
necessary for nonhomeowners. 

18 Steiner, Peter, and Dorfman, Robert. ‘The Economic Status of the Aged.” Berkeley, 
University of California Press. 


14 “Budget for an Elderly Couple,” Social Security Bulletin, July 1949. 
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Annual cost of maintaining a basic standard of living for older persons in 
Michigan (September 1959 dollars) 








Flint and Smaller 
| Detroit Grand cities 
Rapids 
Couples.......---- ibcndhilelebsiGe Ala tds ode Le 1, 987 | 1, 987 1, 8°4 
Nonmarried men___-_....------- eee cc aeieeabe ae | 1, 602 | 1, 562 1, 503 
TANI IO WOUNOR inn oss ccanckasscedcucncaccos aa 1, 495 1, 458 1,402 









It must be stressed that the amounts given above are low estimates since 
they are based upon prewar consumption patterns. 

We must still ask what proportion of the State’s older people do not have 
a sufficient income to maintain this level of living? Unfortunately, this cannot 
be exactly determined since there has been no statewide study of income since 
the 1950 census. By substituting national income data, however, rough esti- 
mates can be made. By applying statistics from a 1957 national study of OASI 
beneficiaries to our estimates of the amount of income required in November 
1957, we see that— 

(a) 40 percent of Michigan’s older couples were unable to maintain a 
basic standard of living in the fall of 1957; 

(b) 68 percent of single men were unable to maintain a basic standard of 
living; 

(c) 77 percent of single women were unable to maintain a basic standard 
of living.” 

It seems unlikely that any significant changes have taken place in the finan- 
cial status of the State’s older people since the fall of 1957. Thus, these figures 
should reflect with reasonable adequacy the present situation. 

Even allowing for a reasonable margin of error and for underreporting of 
income, this is a grim picture of the extent of financial insecurity among the 
aged in Michigan. While all segments of the older population are to some 
degree affected, the burden rests most heavily upon aged widows and other non- 
married women. 

Let us examine this problem at the community level. In 1952, the University 
of Michigan, in cooperation with a group of Grand Rapids citizens conducted 
a survey of the older population of the community. The survey team inter- 
viewed a representative sample of 151 Grand Rapids citizens aged 65 and over. 
When asked about the adequacy of their income, 15 percent of the respondents 
indicated that they “could not make ends meet.” An additional 17 percent claimed 
that they had “just enough to get along on.” Less than 30 percent of those 
interviewed had a cash income of $2,000 or more for the year. In the Grand 
Rapids survey—as in studies throughout the country—it was found that widowed 
persons faced the most serious economic difficulties. This fact acquires crucial 
significance when we realize that women make up an increasingly larger pro- 
portion of the older group and that widows make up the largest (marital status- 
sex) category in Michigan’s older population. There are, for example, more 
widowed older women than married older men. 


The basis of financial insecurity 


In large part, the precarious economic position of the aged today results 
from the operation of forces over which individuals have had little or no control. 
These social factors include the effects of the depression upon earnings and say- 
ings; continuing inflation in the postwar years; declining labor force partici- 
pation among the aged; and disproportionate increases in the cost of medical 
care. Under current conditions, even those who planned and saved for retire 
ment have sometimes found it necessary to seek economic assistance. On the 
other hand, many older people have preferred to do without rather than seek 
public aid. Such persons have been motivated by a desire to retain inde 
pendence. Also, it must be admitted that public aid has sometimes been given 
in a manner which made it difficult or impossible for the individual to retain a 
sense of dignity. or self-respect. Professionalization of welfare services has 






’“Highlighs From Preliminary Tabulations—Income.” Washington: National Survey 


of Old-Age and Survivors Insurance Beneficiaries, 1957. Estimates are based upon the 
data given in table 200. 
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resulted in some improvement of the atmosphere in which the person needing 
help feels less reluctant to apply for it. 
Meeting economic needs 

What steps are now being taken to meet the economic needs of the aged popu- 
lation? What additional action is needed in Michigan? Aside from traditional 
charitable aid, earnings and savings, four main economic resources are available 
to the elderly : Old-age, survivors, and disability insurance (OASDI), public and 
private pensions, direct public financial aid to the indigent and subsidized sery- 
ices available to the aged. 

OASDI 


As of June 1958, 420,474 aged persons in Michigan were receiving OASDI, or 
social security benefits. Beneficiaries constituted 65 percent of the State’s total 
older population, a higher proportion than in any other Midwest State. The 
average retired worker received a monthly benefit of $72.34. With OASDI 
coverage now practically universal, the next older generation is assured of this 
basic retirement income. 


PUBLIC AND PRIVATE PENSIONS 


Few States have more widespread pension coverage than Michigan. ‘There 
is a well-established State civil service system, retired teachers benefit and 
numerous other public pension programs, in addition to industrial pension plans. 
One aspect of pensions that needs reexamination is the widow’s benefit. As in- 
dicated above, widows Characteristically have severe economic difficulties. To 
what extent, if at all, do pension provisions contribute toward this situation? 
A primary objective in the field of pensions is extension of coverage to more 
workers; a second objective is to increase the adequacy of pension income. In 
any event, pensions—like social insurance—are primarily designed to provide 
large numbers of workers with a moderate retirement income, but not to cover 
the full cost of living for the retiree. 


PUBLIC FINANCIAL AID 


Federal, State, and local funds are used to assist Michigan’s needy aged. Old- 
age assistance (OAA) is undoubtedly the most important public program, both 
in terms of numbers of persons served and funds expended. As of August 1959, 
there were 64,033 OAA recipients, a group which represents 10 percent of the 
State’s older population. With the increasing availability of other sources of 
income, the proportion of the older population requiring this form of assistance 
declines. From 1950 to 1959, the proportion of the State’s aged population re 
ceiving OAA was cut in half. 

The objective of OAA is to provide indigent older people with sufficient income 
to meet basic subsistence needs. These needs are specifically defined by the 
State welfare department in terms of lists of goods and services. However, 
there are statutory maximums on OAA grants. Grants may not exceed $80 per 
month, except that recipients who are hospitalized or in convalescent homes may 
receive up to $90 per month. Approximately 150 of recipients have the maxi- 
mum grant. Those whose “needs” are in excess of the maximum must seek 
supplementary assistance elsewhere. Some county welfare departments supple- 
ment old-age assistanee, but the majority aparently do not do so, except to 
provide hospitalization. As a result, some indigent elderly people find it neces- 
sary to subsist at a lower standard of living than that envisioned in the State’s 
minimum welfare standard. 

To correct this situation, two courses are available. Either the statutory 
maximum on OAA grants could be eliminated entirely, or the maximum could be 
increased to a level which would enable the system to meet the subsistence needs 
of all recipients. This might require raising the maximum from $80 to $100 
per month, and making further adjustments with increases in the cost of living. 
Retaining but increasing the statutory maximum is the more conservative course, 
and it is the one which the Michigan Legislature has preferred in the past. The 
Legislative Advisory Council has recommended such increases, both for recip- 
ients living at home and those who are in institutions.” 


16 Third Annual Report to the Michigan Legislature. Ann Arbor: Legislative Advisory 
Council on Problems of the Aging, January 1959. 





S- 


ry 
he 
ds 
O0 
1g. 
se, 
he 
ip- 


ory 


THE AGED AND THE AGING IN THE UNITED STATES 1231 


The adequacy of the State standard itself might profitably be reviewed from 
time to time. The basic question is whether the welfare standard permits a 
reasonably adequate standard of living. Our conception of what is a sufficient 
minimum may well change with time and with the resources available to meet 
human needs. Thus a periodic review of the level of living embodied in the 
State welfare budget standard by a committee of laymen and government ex- 
perts might prove helpful to the standard setting agency itself, the legislature and 
the recipients of public assistance. 


Subsidized services available to the aged 


Free or low-cost services can provide a substantial amount of “indirect income” 
for older people. Not only governmental agencies, but Voluntary and com- 
munity groups of all kinds can participate in making available counseling, edu- 
cation, health, recreation, and social service programs. Programs which have 
been most widely used by older people include county medical care and State 
mental hospital services ; public school adult education and recreation programs ; 
family service and other adult counseling centers; rehabilitation centers and 
sheltered workshops; visiting nurses; homes for the aged; and club and activity 
center programs. 


Role of the local committees on aging 


In the past decade, a number of community committees on aging have been 
established in Michigan. The objective of these committees has been to coor- 
dinate existing local programs serving the aging, and to plan and stimulate the 
development of new programs. The groups have engaged in a wide variety of 
educational research and service activities. Whatever other objectives may 
have motivated these programs, they have certainly contributed indirectly to 
the economic welfare of the aged. 

At the present time, there are 14 local committees on aging in Michigan. 
Throughout its existence, the legislative advisory council has been deeply in- 
terested in the development of these local, grass-roots citizens organizations, 
and has assisted in the organization and program development. 


Other economic measures 


This report has concentrated upon measures designed to assist older people 
in maintaining an adequate standard of living. Recently, however, considerable 
interest has developed in the concept of removing barriers to self-help on the 
part of the aged. Most proposals in this area have been concerned with increas- 
ing employment opportunities for the aged. The legislative advisory council, for 
example, has joined with many other organizations in urging intensified job 
counseling and vocational retraining programs for middle-aged and older work- 
ers. The council feels that there is a clear need for public responsibility in this 
area. 

Property tax relief for older homeowners is another of the newer measures 
that has been proposed to help older people retain independence. 

The spirit of these newer proposals is an encouraging one. Like preventive 
measures in the field of health, the emphasis here is on forestalling the social 
illness of poverty rather than taking ameliorative measures after the disease 
has set in. Hopefully, there will be increasing emphasis on this positive, pre- 
ventive approach in the future. 


Senator McNamara. Now we have many other experts here this 
morning that we hope to hear. We are going to ask several of you 
to come up here at once. Dr. Winston B. Prothro, director of Grand 
Rapids-Kent County Health Departments, of Grand Rapids. Is the 
doctor here? Will you come up and take a seat, Doctor ? 

Frank W. Marsh, from the Michigan Nursing Home Association, 
Grand Rapids. 

Dr. Vernon Stehman, director, Department of Mental Health, 
Lansing, and Barrett Lyons, director, department of social welfare, 
in Lansing. I hope we are not presuming too much when we treat 
you gentlemen as a panel of experts. We would like to hear from you 

riefly on the testimony we know you have to present, and if there 
are any questions perhaps we can handle them by asking you as a 
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group; or if there is any disagreement between the testimony of you 
gentlemen, I hope you won’t hesitate to make your position clear. 
Dr. Prothro, do you have a prepared statement ? 


STATEMENT OF DR. WINSTON B. PROTHRO, DIRECTOR, GRAND 


RAPIDS-KENT COUNTY HEALTH DEPARTMENTS, GRAND RAPIDS, 
MICH. 


Dr. Proruro. Yes; it will be submitted. 

Senator McNamara. It will be printed in its entirety in the record. 

You may proceed to summarize it, if you will, please. 

Dr. Proruro. Because it is rather lengthy, and Dr. Heustis has 
already discussed many aspects of medical care, I will just give the 
reporter a copy and call attention to a few of the major points. Of 
course, I am interested in the total needs of the individual, but I shall 
confine myself primarily at this time to the health needs. I be- 
lieve there are three major health problems, and we can break these 
down into detail, but primarily we are failing to take advantage of 
the know-how we have in the area of prevention. I think we are 
giving too much thought to the person who is sick, and I believe gov- 


ernment in general can spend its dollar most wisely by concentrating 
upon the area of prevention. 


PREVENTIVE EFFORTS 


There is a cause for every disease and many of these can be com- 


pletely prevented. Others, when detected early, and with a minimum 
of treatment, we can prevent secondary complications and get the 
individuals back on their feet very quickly. We cannot adequately 
take care of all needed medical care as doctors and hospitals are 
limited. Therefore, prevention is a wise “stitch in time that saves 
nine” in health care for the aged. 

We need to have our medical schools stress prevention. Our doc- 
tors are not trained in it. Most of them do not know how to prevent 
diseases because it has not been stressed. In our Nation we do not 
have health departments in many areas. Even here in Michigan, one 
of the more advanced States, there are 14 counties that do not have 
a local health department. There are many others throughout the 
Nation. 

{ believe our Federal Government is going to have to give needed 
stimulation to get a health agency, which will think in terms of 
prevention of disease and accidents and premature deaths, in every 
area. Otherwise, we are going to have more and more people who are 
confined to hospitals, nursing homes and require institutional care. 


PUTTING REHABILITATION INTO EFFECT 


Our second problem is that we are not taking advantage of our 
know-how in the area of rehabilitation. We build homes and institu- 
tions to put our chronically ill aged in, but make little effort to re- 
habilitate them. Our vocational rehabilitation program is good, but 
it is only for those who can be employed. Many others could be re- 
stored to self-care through rehabilitation and it would be cheaper 
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in the long run than paying $15 or $16 a day in a medical care facility 
without rehabilitating them. 

We do havea problem, once we do the job of rehabilitation, of getting 
some back into homes. We need a foster home care program , the 
aged similar to our children’s foster home program. We also need to 
increase our bedside nursing care program. For example, here in the 
city we have a bedside nursing program, but in our county outside 
the city we do not. We need a homemaker service. These things 
have been mentioned; I reiterate them because it is so much cheaper 
and so much more humane to do than waiting until they get sick and 
then provide inadequate medical and hospital care. 


PAYING FOR MEDICAL CARE 


The third problem I wish to point out is the inability of some of our 
citizens to avail themselves of medical care. This seems to be largely 
a socioeconomic problem. The rich can buy their service. The wel- 
fare patient has it provided for them, but there is a large group of 
medically indigents who perhaps can pay for some emergency medical 
-are but cannot buy all the care they need. As a result they develop 
chronic illnesses and get beyond the area of rehabilitation. 

Maybe a medical screening program would be part of the answer. 
Part of it could be solved by increasing social security benefits. 
Maybe other plans can be worked out. 


RESPONSIBILITY FOR PROGRAMS 


You have asked what individuals should do for themselves, what 
should social agencies do, and what should Government do. It seems 
to me the individuals should do all they possibly can for themselves. 
There are certainly things they cannot do for themselves and it then 
becomes a public responsibility. I think the volunteer agencies should 
continue research, health education, and demonstration programs. I 
believe this is about all we can expect of our voluntary agencies. I 
believe Government has the responsibility to prevent disease, complica- 
tion of disease, and premature death where individuals cannot do this 
for themselves. We should look to local government to do all it can. 
They should take the leadership in it. Since the local health depart- 
ments are on the firing lines, we must strengthen them. Many areas 
are not as fortunate as we are here in Grand Rapids. They cannot 
pay for needed public health programs. They don’t have trained 
leadership. They do not have money to employ the professional staff 
needed. The State and Federal Government is going to have to help. 
The next order of responsibility beyond the local level is that of the 
State. They ought to give more support. At present it is very 
meager in our area. In our county we get about $4,500 of public 
health support. That is a ridiculously small amount for a State the 
size of Michigan. They should provide not only leadership but 

reater financial support, consultation, etc. We should have uniform 
State laws relating to environmental health. Many present day 
diseases could be prevented easily if we had uniform sanitation regula- 
tion throughout the State. 

We have made excellent progress in acute communicable disease 
control, health problems of children and other areas of preventive 
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medicine where health departments have concentrated their efforts. 
For example, since I entered medicine we have been able to reduce 
the death rate for school-aged children by over 85 percent. Similar, 
but perhaps less dramatic progress could be made in prevention and 
control of chronic illness provided more leadership and money were 
provided. There is a cause, and therefore, a prevention, of all diseases. 
We already know how to prevent at least half of the chronic diseases 
that we are now worrying about. To neglect prevention and early 
rehabilitation, yet try to find a way to provide long terminal medical 
care, is certainly an uneconomic way to operate—yet that is what we 
are doing. 
FEDERAL RESPONSIBILITY 


The Federal Government has certain responsibilities I might sum- 
marize as follows: 

The first responsibility is in the area of research into the cause, 
prevention, and care of disease. Local communities cannot pay for 
such; therefore, we must look to the Federal Government for this. 
At present you are doing much in this area. This should be continued. 

Secondly, the Federal Government should provide leadership and 
support where needed to insure all citizens the best that can be offered 
in the area of preventive medicine and medical care. You can best do 
this through support of basic and medical research. 

Support scientific educational institutions and schools, stimulate 
more and better teaching of preventive medicine and public health 
in medical schools. 

We need greater support for postgraduate training of public health 
personnel. 

Also increase financial support for public health and preventive 
medicine programs. 

We need support for complete coverage of the Nation with local 
health departments. No one is even thinking about the preventive 
aspects of medicine in many areas. 

We should have continued support for construction of hospitals, 
medical care facilities, and public health centers. 

We should have increased support for rehabilitation of physically 
and mentally disabled. 

The Government might also encourage expansion of voluntary 
medical and hospital insurance programs. 

Increase social security benefits and coverage to more adequately 
provide medical care for those not insurable under the voluntary 
insurance programs. 

Continue study of health and other problems of the aged and aging 
throughout the Nation and give such help as is required by the State 
and local jurisdictions to meeting these needs. 

In my opinion, care should be taken to maintain an independent 
medical profession and nothing should be done to prevent the free 
choice of doctors or hospitals. 

To summarize I would state that government should: Provide 
leadership and money for medical research and prevention of disease, 
improve health education, promote and help encourage voluntary 
health insurance plans, increase social security benefits for those who 
cannot buy insurance, and continue to study the problem and, as new 
information and new evidence come to our attention, get it out to the 
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local areas as we are on the firing line. The benefits of such pro- 
grams must be provided on the local level. 

Thank you. 

Senator McNamara. Thank you, Doctor. Will you repeat that 
point 9 that you had in your testimony? I didn’t quite get the sig- 
nificance of it. 

Dr. Proriuro. To encourage the expansion of voluntary medical and 
hospital insurance programs. What I mean by this is that there are 
certain members of our society whose medical needs are not being 
met by these programs. I believe we are on a sound basis to maintain 
such programs, but in some way they must be expanded or supple- 
mented to more adequately meet the total needs. Voluntary insur- 
ance programs will need encouragement and perhaps financial sup- 
port to expand to meet the needs of our chronically ill aged. Just 
how government can best support or supplement the voluntary in- 
surance programs I am not prepared to say, but I am sure a plan can 
be worked out acceptable to everyone involved. 

Senator McNamara. Certainly we have found in our hearings up 
to now that this is the thing that causes the greatest amount of an- 
guish in the minds of the people in this category. Even if people 
have substantial means when they get sick, it takes such a very short 
time to wash them out, wash out the resources that they have. I am 
sure the committee shares your concern over the inability to provide 
proper insurance after age 65 or whatever the retirement level might 
be. We find ourselves using this age 65 today all of the time but this 
is just ee of those things that have been handed down through the 
years. I don’t think a person changes so much between 64 and 66 
but we keep using this age and I keep trying to get away from it. 
But I don’t have a better figure. 

So I appreciate your elaborati ing on that. 

Dr. Prornro. We must take care of all of our people. I believe 
that in a nation like this and with all of our resources and know-how 
we cannot afford to let them suffer. We ought to maintain independ- 
ent medical facilities and have individuals assuming their own re- 
sponsibility but, at the same time, we must not let them suffer. It 
seems to me that an insurance program is our best method of doing 
this. All of one life’s earnings can be ruined in one catastrophic ill- 
ness. Certain of our population are covered with insurance to protect 
against such. Certainly a way can be found to cover the remaining 
who cannot buy such for disnadiien -yet maintain our democratic 
way of life. 

Senator McNamara. Thank you very much. 

(The prepared statement of Dr. Prothro follows :) 


PREPARED STATEMENT OF W. B. Proturo, M.D., Director, GRAND RAPpIDS—KENT 
County HEALTH DEPARTMENT 


Dr. Proruro. I wish to express my appreciation for being invited to submit 
a statement relating to this subject as seen from our local level. While I am 
concerned with the overall needs of the aged, I shall confine my remarks largely 
to the problems and needs in the area of health. 

I. The major health problems and unmet needs of the aged and aging as I see 
them are: 

1. Failure to utilize to the fullest all known measures for preventing disease 
and accidents, prolonging life and promoting positive physical and mental 
health. To accomplish this there need be: 
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(a) More and better teaching of public health and preventive medicine 
in medical schools. 

(b) Complete coverage of the Nation with local health departments. 

(c) Better financing of public health departments to permit recruitment 
and retention of qualified personnel. This should be a joint Federal, State, 
and local responsibility. 

(d@) Greater support of postgraduate training for public health personnel. 

(e) Centralization of administration of all public health programs into 
one department on the Federal, State, and local levels. 

(f) Enactment of adequate sanitation codes for environmental health 
protection. This is particularly needed for water protection, sewage dis- 
posal, industrial health, and food sanitation including meat and milk. 

(g)An increase in health education in schools and communities. 

(h) Greater understanding of the socioeconomic aspect of personal and 
public health problems and a closer working relationship between the med- 
ical, nursing, social worker, health education, and sanitation staffs. 

(4) More research or demonstration public health projects to find better 
and more practical public health techniques. 

2. Failure to take advantage of physical and mental rehabilitation know-how. 
Many physical and emotional handicaps are not detected until they are so far 
advanced or chronic that rebabilitation is slow, costly, and possibly impossible. 
This could be improved by: 

(a) Frequent medical examinations and health appraisals. This would 
require extensive health education, and subsidized programs for those who 
eannot pay for the service. 

(b) Expansion of rehabilitation programs to include all who can profit 
by them rather than just those employable. 

3. Inability for some of our citizens to avail themselves of the benefits of ade 
quate medical care. This seems largely to be a socioeconomic problem. The 
rich can usually purchase medical care and usually the indigent are provided 
it. There is, however, a group between these extremes that is able to obtain 
limited medical care for acute conditions, but who cannot purchase needed 
hospitalization or medical care for chronic or catastrophic illnesses. 

It seems that we as a nation are guilty of neglect of human suffering if we 
do not find some way of making available to every ill person the best that medi- 
eal science has to offer. 

I would suggest the following steps to improve this situation : 

(a) Adequate support for scientific educational institutions and schools. 

(b) Adequate support for basic and medical research. 

(c) Increased support to public health and preventive medicine pro- 
grams including bedside nursing care, homemaker’s service, preventive medi- 
cal supervision, mental health consultation and supervision, and all types of 
counseling of the aged. 

(dad) Encourage voluntary medical and hospital insurance. 

(e) Expand medical and dental welfare support as needed. 

(f) Increase emphasis on rehabilitation of mentally and physically dis- 
abled. 

(g) Increased support for construction and possible operation of hospital 
and health centers in less populated areas. 

(h) Improve quality and expand facilities for the care of the chronically 
ill; ice., chronic disease hospitals including the mental and tubercular, nurs- 
ing and convalescent homes, medical care facilities, ete. 

(i) Develop or expand bedside nursing and a homemaker’s service. 

(j) Increase social security benefits and coverage. 

II. The kinds of special activities undertaken locally by public and voluntary 
agencies to meet the needs of the elderly are: 

(a) Many of the local professional groups, public and voluntary agencies, 
civic, social, and church groups have geriatric committees to study the extent 
of the problem and to decide how best they can contribute to the solution of the 
problems. 

(b) A county health council has been organized to study the health needs of 
the community and recommend plans for meeting them. 

(c) A Coordinating Council for the Aging of Grand Rapids and Kent County 
has been organized to pool the interest and knowledge of the various profes- 
sional, public and private groups as they relate to the problems of the aging. 
This council provides leadership and stimulation in the community in studying 
the problems of the aged and in developing programs to help solve them. 
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(d) The University of Michigan Division of Gerontology, through its local 
extension center, has provided courses in gerontology to meet the particular in- 
terests and needs of this community. This was followed by a survey of the older 
people in the city to determine what they themselves thought their requirements 
to be. ‘To complete the project, a local forum on aging was conducted and rec- 
ommendations for community action was adopted. These have been published 
and are being used by the community leaders in program planning. 

(e) The Grand Rapids-Kent County Health Department has recognized as its 
responsibility the recognition and interpretation to the community of unmet 
health needs, also to provide leadership in meeting these whether or not they 
participate in or actually administer the programs. The department promotes 
quality and efficient use of resources through health education, demonstration 
and research, staff members serving on the various boards of directors of the 
many health agencies to provide information, consultation and coordination. 
The department promotes the maximum application of prevention in all medi- 
cal care activities. 

(1) The local health department is conducting several public health pro- 
grams relating to the problems of the aged and aging that are not univer- 
sally found in local health departments. Among these are: Integration and 
coordination of the city and county health departments and the community 
health service which is a volunteer health agency that provides bedside 
nursing care and child health supervision. This has permitted expansion of 
these and other public health services without duplication or gaps. 

(2) A program of rehabilitation of chronic alcoholics has been developed 
and is in operation. By blending and coordinating the work of the physician, 
publie health and rehabilitation nurses, psychiatric social workers, nutrition- 
ist, health educator and Alcoholics Anonymous members we have been 
successful in rehabilitating about two out of every three of our patients. 

(8) The public health nursing staff is providing followup home supervi- 
sion of patients released from State mental hospitals. They help the fami- 
lies and community understand the problems of the patients and pave the 
way for their return home. They provide supportive care to the patient thus 
helping prevent relapses. 

(4) A division of health education and special services has been established 
in the health department. Among the responsibilities of this division are 
those of statistical studies relating to morbidity and mortality. This is uti- 
lized for determining health problems and for program planning and evalu- 
ation. This division conducts programs of health education designed to in- 
form the public of ways of preventing disease and of maintaining good 
physical and mental health. Special emphasis is placed upon nutrition as it 
relates to chronic disease prevention or control. 

(5) Local convalescent and nursing homes and homes for the aged are 
licensed by the city. They are inspected by a public health nurse who also 
provides consultation and supervision to the home operators. She promotes 
inservice training of nursing home staffs, helps develop and promote friendly 
Visitor and handicraft programs. Nursing techniques and patients’ diets are 
checked for good practices, ete. 

(6) The health department recently experimented in a study as to the 
place and value of a medical or psychiatric social worker on the public 
health staff. Such a worker was found very valuable to the public health 
team in dealing with the socioeconomic aspects of public health problems. 
Unfortunately this project could not be continued due to lack of budget. 

(7) The health department recently sponsored projects to determine the 
rehabilitation potential of patients in the Maple Grove medical care facility 
and in Michigan veterans facility. We have under development another 
project to provide medical examinations to 200 publie assistance applicants 
to determine the incidence of chronic diseases which might have been pre- 
vented or can be aborted to prevent the need of public assistance. Informa- 
tion gained in this program should be of value in future program planning. 

These are only the major activities underway locally. While interesting and 
helpful, they are far from adequate in meeting the total health needs of the 
aged and aging. 

III. Kinds of unmet health needs of the aged and aging in Kent County are: 

1. Many of the preventive and public health services which would provide 
better health, particularly for this age group, are not available. The local health 
department does not have adequate funds budgeted to provide the level of pub- 
lic health protection that science has made possible and we know how to ad- 
minister. Among specific needs are: 
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(a) Availability of more bedside nursing care. None is available in the 
rural areas of the county, and it should be expanded in the urban areas. 

(b) There should be established, locally, periodic geriatric conferences 
where medical and other advice could be sought by older people. The funce- 
tions of the program would be educational and referral in character. 

(c) Opportunity should be afforded for older people to receive periodic 
physical examinations, with principal emphasis upon the preventive values 
of such a program and for preventive medical supervision. 

(d) There should be organized an intensified program to prevent accidents 
among the elderly. 

(e) There should be opportunity provided for those concerned to receive 
education in the care of the aging. 

(f) A housekeeping service should be established to assist sick and frail 
older people and to enable them to remain in their own homes. 

(7g) Exploration of a home-care program for sick and disabled older 
people should be initiated by appropriate community agencies, with a view 
toward its establishment if the need is clearly present. 

(h) A placement agency should be established where older people could 
seek work and where employers wishing to employ older people could find 
assistance. To enhance the mental health of older people, those who want 
to work should be assisted in finding jobs. 

(i) Mental health consultation and supervision and all types of counsel- 
ing for the aged. 

(j) Occupational and physiotherapy programs. 

More adequate and complete planning for rehabilitation of the aged and 
aging—physical, educational, work experiences and recreation—is needed. 

3. There are many aged and aging persons who, while not completely indigent 
are unable to pay for needed medical and hospital care, particularly if the illness 
is chronic or catastrophic in nature. Such conditions can wipe out one’s life's 
Savings and destroy the feeling of security. As a result, needed care is fre- 
quently neglected until their condition is beyond the stage of rehabilitation, then 
they become public charges for the rest of their lives. A “stitch in time” would 
probably prove a saving to the family and community. Some plan for providing 
adequate medical and hospital care for such persons should be made. Care 
should be taken that any such plan should be one that would help one help him- 
self and not be one of “something for nothing.” 

4. There is need for more nursing homes and homes for the aged. 

5. There is an unmet need in the area of housing and of providing proper 
nutrition for the homeless man or woman. There are many who are living 
alone in rundown and poorly maintained rooming houses. Frequently they are 
no longer able to maintain the basie necessities of life including proper food or 
medical care. They frequently die of malnutrition or neglect, as forgotten men 
or women. I don’t know what the answer is in such cases, but a study of the 
problem could be made with the thought of determining the extent of the prob- 
lem and to make recommendations for improving the situation. 

IV. The additional responsibilities which older persons should undertake for 
themselves : 

It is my opinion that individuals should always do for themselves that which 
they can. I agree with former President Lincoln that “government should only 
do those things for people which they need to have done, but cannot do at all, 
or cannot so well do for themselves in their separate and individual capacities.” 

V. The additional responsibilities which voluntary agencies should assume, 
which cities and local government should accept, which States should undertake 
and which Federal Government must assume: 

It is my opinion that voluntary agencies should continue to promote health 
education, research and demonstration programs. When preventive health pro- 
grams have been proven beneficial and practical, government should assume 
responsibility for them. 

I believe a governmental body is responsible for providing such protective 
measures and facilities as it reasonably can to protect its citizens. It is re 
sponsible for an intelligent planned program designed to prevent preventable 
diseases: prevent disease itself if possible, prevent the seriousness when it 
does occur, prevent the spread of disease to others, and prevent unnecessary 
suffering and deaths. Local communities should assume as much of the above 
responsibility as it can; however, most communities lack information, pro- 
fessional leadership or tax funds to assume total responsibility. They must 
look to the State and Federal Governments to help provide this. 
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VI. The State should assume basic responsibility for developing a well-rounded 
public health and medical-care program on a statewide basis. Since many of the 
health services must be provided on the local level, one of the chief responsibili- 
ties of the State should be to see that there is total coverage of the State with 
local health departments, that they are well financed and staffed with qualified 
personnel. 

The State should provide leadership and such technical supervision and con- 
sultation as is required by the local health departments. 

Such laws and public health regulations as are needed should be adopted by 
the State with intelligent delegation of responsibility to local health officers for 
enforcement. 

VII. The Federal Government should assume responsibility for research into 
the cause, prevention, and care of disease. It should provide leadership and 
support where needed to assure that all our citizens obtain the benefits of the 
best that scientists can offer in the area of preventive medicine and medical 
care. 

In my opinion, the Federal Government should assume responsibility in the 
following specifics : 

1. Support basic and medical research. 

2. Support scientific educational institutions and schools. 

3. Stimulate more and better teaching of preventive medicine and public 
health in medical schools. 

4. Greater support for postgraduate training of public health personnel. 

5. Increase financial support for public health and preventive medicine pro- 
grams. 

6. Support complete coverage of the Nation with local health departments. 

7. Continue support for construction of hospitals, medical care facilities, and 
public health centers. 

8. Increase support for rehabilitation of physically and mentally disabled. 

9. Encourage expansion of voluntary medical and hospital insurance pro- 
grams. 

10. Inerease social security benefits and coverage to more adequately provide 
medical care for those not insurable under the voluntary insurance programs. 

11. Continue study of health and other problems of the aged and aging 
throughout the Nation and give such help as is required by the State and local 
jurisdictions to meeting the needs. 

In my opinion, care should be taken to maintain an independent medical pro- 


fession and nothing should be done to prevent the free choice of doctors or 
hospitals. 


ABSTRACTS OF STATISTICAL INFORMATION FROM THE GRAND RAPIDS-KENT COUNTY 
HEALTH DEPARTMENTS 


During the span of one generation, 1930-57, the population of Kent County 
increased by 40 percent. The age group 65 and over increased by 100 percent. 

Among about 350,000 persons who live in Kent County at present, there are 
31,000 persons age 65 and over; out of this number 20,000 live in Grand Rapids. 

The proportion of older citizens in Kent County (about 9.2 percent and that 
in Grand Rapids (about 10.5 percent) are higher than in the State (7.5 percent) 
and in the United States (8.8 percent). 

In Kent County, as elsewhere in the United States, less people than ever be- 


fore die at younger ages. The age at death for Kent County residents in 1958 
was as follows: 


Age at death in Kent County in 1958 (percentage distribution) 


Percent 
NR I iiss Sa Sk caplet le ma ar a 15. 0 
SED GD sc ca ecncin snd i sonnet ei amt appdata ima nap aiai naga immaniaaaets 23. 0 
Oe INO OE is aus car ch ii asians em cicada ee alin ashen eens ee ame 62. 0 
I seca ecnccecsg sla canna urincvncebchssscteomdsbescat esonee seo lac login meee aa ea 11.5 
TO OS V6 Oa ed es Saeed aaa ene 13. 6 
OO tO Fei lied aie ee cee ee eae bee 13.5 
SOP NN I iain oi ie scsleals cet ca reaiei ace lai ae algae  teetahdanndamian ches aaladaas et aaniadetae ied 24.0 
Deaths at 65 and over, slightly less than 2 out of every 3-------------~-~ 62. 0 
Deaths at 70 and over, slightly more than 1 out of every 2--------------- 51.0 
Deaths at 75 and over, more than 1 out of every 3---------------------- 37.0 


Deaths at 80 and over, about 1 out of every 4----~-~-~~~~..-...~...-.-.. 24.0 
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It is noteworthy that about the same proportion of those who died were in 
middle-age group (23 percent) as at the age 80 and over (24 percent). 

Several studies made over the last years on age distribution of persons 
admitted to private nursing and convalescent homes in Grand Rapids indicated 
that the largest 5-year age group (25 percent) among all admitted was that of 
80 to 84 years. In 1958, the median age was 80, with only 5 percent of all 
patients admitted at an age under 65 and 10 percent of patients who entered 
the home at the age of 90 and over. 

About the same age distribution was observed among the patients of the 
bedside care given by the public health nurses to noninstitutionalized popula- 
tion: Last year, the largest 5-year group was the 80-84 age group (22.5 per- 
cent) and more than one out of two patients (52 percent) was 75 years old or 
over. 

Following are the major conditions at admittance of: 


(1) Patients at the nursing and convalescent homes: Percent 
1. Vascular lesions affecting central nervous system_.._.--____--____ 20 
Zon PGREEARCS (OT MILER TURCCINE IS COIR a degieeanmeiiine 17 
ae ia saat cclonahebe deceieinta cab ri fastens torah acini ek tue aieic addenda 12 
ih. AEE Oi DUNN gp ide diane pac Race bie cendendiedenieceiemaaialine aamerials 11 
5 sn a 9 
RD RINNE ccna aba sa ike Rc en gc a ea aie 4 
i a a a ae al 73 
(2) Patients admitted to bedside nursing care: 
a A i ch a a a i a acl a 21 
2; RSOEEG GIBROOS RAG TY OOOO acess cneciidsiamcenintbeeeiceaah 16 
i es a Aa Sa a ca a al 9 
4. Cancer 7 


eases sess mihi inna ia dh neta deo tiaanieasc apa leant nitiniialig ie eta 7 
ic ce 7 
6. Vascular lesions affecting central nervous system_____.___________ 7 
Oi gc han hs asl alcatel dab eae oN ck le la ta aaa atic 6 
6 
9 


a, I aa a aa a a a a 


One out of ten patients of the latter group suffered from anemia; would it 
be at least partly a result of diet deficiency among the elderly and often 
neglected persons living on a very small income? 

There are indications, indeed, that the proportion of restricted activity and 
bed disability days among the older people is the highest in the low economic 
group; it decreases as the family income increases. 


Lost days per person per year for persons, age 65 and over’ 


| Family income 











| Under $2,000 | $2,000 to $3,999 | $4,000 to $4,999 


Bed disability days 19.5 14.7 13.0 


TROROEIIEOG DOLIVICY COYS ; « on25 = sncenacctSnyncusesesnnsie | 57.3 44.4 35.0 


1 Source of data: Health Statistics from the U.S. National Survey: July 1957-June 1958. Series B-9 
and B-10. 


There is also ample evidence that the number of impairments of various kinds 
increases with the age of the individual. 
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All and major impairments by age’ 


{Rates per 1,000 persons] 














Age 
Impairments <a ee ieee hadi cenit 
| 
45-04 65-75 75 and over 
— a — — —$— | eee 
| Percent | | Percent | | Percent 
Total__. ae ad ailadataaese 212. 4 | 100 376. 6 _100 615.0 | 100 
: Sa = SS SSS = ——— —| = —— 
1. Hearing impairments §2. 2 ert 129. 2 cinaoied! WEG Ln tdcctase 
2. Impairments, limbs, back, trunk, ex | | 
cept extrer ities only fuk GAT hesesicainal QP tanact 63.61 .nucesss 
3. Blindness and other visual ‘impair- | 
MOMS Sch c5553 Y a 24.4 goal We ae attn TOL Gt sas 
a ee er ee 8.8 sae 15.9 alae WA a thenee 
PARR EG Aig 5 cicenins cen iatiaeedes 134.1 63 169. 5 72 510.0 83 


1 Source of data same. 


As well know, these conditions or at least the progress of their development 


could be prevented to the benefit of the individuals, of their families, and of 
comlunities. 


At long range, all money and effort spent on rehabilitation and restoration 
services of various kinds would pay high dividends in money and otherwise. 

Senator McNamara. Thank you very much. The next member 
of the panel, Frank W. Marsh, Michigan Nursing Home Association. 
We recognize the tremendous role your organization played in the 
problems we are considering here, and do you have a prepared state- 
ment, Mr. Marsh? Has the recorder received a copy ? 

Mr. Marsu. Yes. 

Senator McNamara. It will be printed in its entirety and we will 
ask you to summarize in your own manner. Go ahead, sir. 


STATEMENT OF FRANK W. MARSH, PAST PRESIDENT, MICHIGAN 
NURSING HOME ASSOCIATION, GRAND RAPIDS, MICH. 


Mr. Marsu. I would like to comment rather briefly on Dr. Heustis’ 
statement of the cooperation between the nursing home associ- 
ation, and his department. We have found that we are almost 
an exception throughout the United States in being able to sit down 
across the table and air our common problems and come to a common 
solution, and consequently in our national organization, Michigan is 
rather the envy of the other States because we do work so closely 
with our health department, and that has had a very decided effect 
upon the nursing home care in the State of Michigan. 

We find that the aids in the health department, we do not look 
upon them as inspectors but as counselors, may give us something 
that we need. The little book that he spoke of, of the rules and 
regulations being gradually applied, in the 3 years they have been 
in force in the State of Michigan we have seen the type of nursing 

care return from a sort of haphazard method to a professionalism 
that—well, I would say 72 percent of the nursing homes in the State 
of Michigan are now either supervised by an RN or an LPN. That 
was certainly not true 3 years ago. Because of the fact that the 
licensing of nursing homes guarantees, to the elder patient who 
comes to that home that he is roing to get a degree of good nursin 
care, that he is going to be fed at Teast three square meals, balance 
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square meals a day, and that he is going to be housed in rather safe 
surroundings as far as safety features are concerned, because of the 
rules of sanitation and diet and good nursing care. 


LICENSING STANDARDS 


At the present time the only thing we can guarantee, the only yard- 
stick we have for guaranteeing that sort of thing i is the Licensing Act. 
Because of the fact in Michigan and many other States of the United 
States the licensing doesn’t start low enough, we find that there are 
what we call the unlicensed home. We believe, that each elderly 
patient is entitled to the same type and the same standards of care 
whether he be housed in one, two, three, four, five or a hundred bed 
home, but because of the fact that in Michigan the licensing doesn’t go 
low enough, we too have this licensing problem. It is of great concern 
to the nursing home association, throughout the United States that 
if we as an association, as a group, are going to guarantee, be able to 
certify to the public that we can meet their demands for good nursing 
care, that we do something about these unlicensed homes. 

One of the things, we have stressed around the State, and the United 
States, is a request to the authorities that no Federal or no State or 
no public funds be expended in an unlicensed home because we feel 
we can not guarantee that public money is going to be well spent. We 
are not condemning all of these unlicensed homes because many of 
them do give a splendid type of care, but we want to make sure that 
is possible so we are asking for expenditure of public funds in only 
the licensed homes. 


HOUSING ACT AN AID TO NURSING HOMES 





One of the reasons given by the authorities for doing this sort of 
thing is the lack of adequate number of nursing homes and beds. We 
have been handicapped in the past because of the lack of being able 
to build new and modern facilities or to renovate the existing facilities. 

I believe the Senator, when he spoke of the housing act, passed, I 
believe, about 3 times before it was finally okayed by the President, 
and this new housing bill assures the nursing home, “proprietary 
nursing home,” that he may obtain funds for “building the type of 
facility that the present day demand is asking for. Previous to that 
we were handicapped because it being a single purpose building we 
were not able to get private finance for that sort of thing. 


ZONING RESTRICTIONS 


Speaking of housing, there is a tendency that we are quite con- 
cerned with, particularly in the urban regions and that is the matter 
of zoning. In many of the urban regions particularly they are zon- 
ing the nursing home out of the residential region into a commercial 
region where an elderly person is transplanted out of his environ- 
ment. He hears factory noises. He sees trucks and things of that 
sort where if we could build our nursing homes in a residential section 
where these older people could look out the window and see the buses 
stop, and the people coming back from downtown shopping, hear the 
voices of the school children going back and forth, it could maintain 
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that residential, that atmosphere they are so familiar with through- 
oat all of their years and I believe if some Federal comment or pres- 
sure could be made to the effect. we would like to keep our institutions, 
or nursing homes, not “institutions” but residences so that we might 
cive them the type of care—just for instance, one little thing, in many 
of our nursing homes you will find crash bars on the outside doors, 
but the average elderly person of 65 or more when he goes through an 
outer door doesn’t reach for a crash bar because all of his life he has 
reached for a door knob, and I think if we can keep our surroundings 


as home-like as we possibly can in our nursing home, we will be ful- 
filling one of the great needs. 


SELECTIVE RETIREMENT 


I would like to mention just one more thing. It has already been 
mentioned this morning but it is of quite concern to us in our contact 
with the elderly people. We haven’t yet learned how to hibernate 
and in our association with our older people we find that many of 
them are hale and hearty physically at 65. They are mentally alert 
at 65 and I just throw this out in passing. We have selective em- 
ployment and I believe since we are starting to retire from the cradle 
to the grave that we should have selective retirement and we should 
have some means of letting these people who do have those faculties 
to continue on in a productive life because so many, many times they 
say, “I am going to retire at 65 to a little chicken farm and raise some 
berries and things of that sort,” and within a year you usually read 
their obituary in ‘the paper. 

If we can keep our people active and let them wear themselves 
out—the old farmer doesn’t retire. He wears out. We could talk for 
hours on nursing-home problems and nursing-home situations but I 
believe the thing we must do is to educate two sections of people 
first. We must educate the nursing-home people to the needs and the 
public demands and we must educate the public to what we have to 
offer. One of the things primarily is the cost item. We have been 

rather negligent as a nursing home group in providing that cost, con- 
sequently “the various departments have gone ahead and set it on their 
own. When the time comes that we can sit down across the table 
and prepare our cost and the Government come up with an adequate 
amount to meet those costs then I think we will have made a tre- 
mendous stride in improving the health in our community. 

Senator McNamara. Thank you very much, sir. Your emphasiz- 
ing the cooperation between your organization and the State officials 
I think is certainly gratifying to the committee. There are too many 
areas in the country, in fact I think it is a general trend, where these 
people are enemies. They are fighting each other and this indica- 
tion of cooperation here is very encouraging and I want to congratu- 
late you and your organization for it. ‘Dr. Heustis suggested that I 
direct to you a question I directed to him about this overinspection. 
You have fire department people coming in, health department people 
coming in from the county and the State and the local level to a 
degree that maybe there would be more cooperation if it were cen- 
tered in one agency, that is, all of the responsibility in a State agency, 
or something like that. Do you find there is abuse? We have had 
complaints, time and time again, of it. 
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Mr. Marsu. We find where there is divided inspection there is 
sometimes a misunderstanding of the requirements. However, when 
the licensing agency is the ultimate and all of the reports of the vari- 
ous departments come in to that licensing agency, they can then be 
screened and if there are items in there that are not according to Hoyle, 
let’s say, they can be discarded and the license issued on the overall pic- 
ture. Wein the nursing home business would like to get to the general 
public the things that we can do, the services that we can “render 
through the facilities that we have to offer. We as a group are as 
ignorant of those things as the average citizen so we do not resent the 
inspections or the criticisms or the counselors who come in to us because 
we know they are telling us the things that we need to know and do not, 
and you will find in the majority of cases where it is a major reform that 
is necessary that your various agencies are lenient to give you time, 
to give you counsel and tell you how to go about it, and I don’t think 
you will find it is resented. I think you will find it is appreciated. 

Senator McNamara. Thank you very much. This is very helpful 
for our record because we have had so much complaint in that area. 
Thank you for your very fine statement. 

(The prepared statement of Mr. Marsh follows :) 


PREPARED STATEMENT OF FRANK W. MARSH, PAST PRESIDENT, MICHIGAN 
NURSING HOME ASSOCIATION 


Senator McNamara, our representative before you this morning is Frank W. 
Marsh, regional director of the American Nursing Home Association, and im- 
mediate past president of the Michigan Nursing Home Association, since I, Ila 
I. Arthur, president of MNHA, am unable to appear before you at this time be- 
cause of a fractured pelvis. 

In the order of the five points as suggested on your letter of November 3d, we 
will endeavor to present our anticipated goals. 

1. (a) Housing is one of the greatest areas of need in Michigan, as it is 
nearly everywhere in the Nation. More beds are needed for the chronically 
ill as well as more beds for the ambulatory aged persons. <A portion of this 
need is being met by the licensed nursing homes and homes for the aged. 
Another portion is being met by unlicensed unsupervised small homes with less 
than four beds. This care is frequently inadequate, at times cruel, either by 
intent or neglect or lack of knowledge. The Michigan Nursing Home Associ- 
ation members and officers have been making a concentrated effort through 
legislation and public relations education to correct this undesirable situation 
in the housing of our aged citizens by licensing all homes which take in the 
aged person, other than relatives, for a valuable consideration. 

(b) Rehabilitation has long been carried out in many nursing homes and 
homes for the aged without being recognized or labeled as rehabilitation. How- 
ever there is great need for much deeper and more thorough understanding of 
what this term means, and what possibilities are practical in the care of aged 
persons. The lack of knowledge, education, and funds to pay trained personnel 
must be met at all levels of care for the aged whether still in their own home 
or other facilities. 

(c) A continuing educational program should be initiated which would be 
available to all persons caring for any aged person. A program on geriatric care 
should be added to the formal courses for nurses and doctors. This would bring 
about a better standard of care in nursing homes eventually, which the nursing 
home associations in all States are striving to achieve. 

(d) Funds available for the care of the aged by welfare, social security, and 
old age assistance are insufficient to provide necessary care in most cases. Often 
a gravely substandard pattern is the only thing available. Several Michigan 
counties do not supplement the $90 per month OAA to nursing homes. It is not 
possible to meet the requirements for licensure and provide qualified nursing 


service at this rate of pay. The aged person suffers consequences of malnutrition 
or worse. 
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2. Michigan Nursing Home Association has worked continuously since it’s or- 
ganization to upgrade standards for the care of the aged in nursing homes and 
homes for the aged. These standards have included not only the homes but the 
community and neighborhood. We have cooperated with such local organizations 
as the heart association, mental health society, cancer society, coordinating 
council on aging and others. Also we have helped plan and participated in 
special extension courses from U. of M. and MSU working through the Grand 
Rapids Board of Education. The local and State health departments and wel- 
fare departments have cooperated in every way possible with our efforts to better 
understand the care of the aged. 

MNHA and Kent County Medical Care Facility have endeavored to carry out 
a program of cooperation and mutual interest in community service. 

3. Unmet needs in this community and the State for adequate care of the aged 
are: 

(a) Suitable housing. 

(0b) Funds for the needs of daily living. 

(c) Medical care at a cost which permits it to be obtainable. 

(d@) Education for the community understanding of the aged needs. 

(e) Laws which will protect the aged such as licensing of all homes which 
accept a valuable consideration in payment of care. 

(f) More trained personnel to care for the aged both in nursing homes 
and homes for the aged, and the licensing agency 

(g) More consulting services such as rehabilitation education service. 

4. Responsibilities of the aging group should be to plan for their mental and 
emotional retirement as well as their physical retirement from their regular 
occupation to an activity or interest within their limitation and capabilities. 

They should promote and support their right to vote for laws which concern 
us all. They should study and learn the processes of aging so they can under- 
stand and live life to its fullest extent. They should realize that they can 
contribute much to their community through their wisdom and experience. 
They are wanted and needed in the community to balance the pattern of life. 
They should help in planning and formulating adequate private pension plans 
and adequate insurance programs. 

5. Voluntary agencies can help through surveys and research, friendly visitor 
services, public relations, diversional therapy, ete. 

Governmental agencies and the legislative government must encourage and 
promote laws with rules and regulations which will protect the aged as well 
as those licensed, supervised facilities which are endeavoring to give better 
than merely adequate care. Tax moneys should not be paid for aged care to 
unlicensed homes. The public which pays taxes must feel entitled to the 
assurance that their money is not being granted where living conditions are 
impossible for decent living, as has been evidenced through newspaper articles 
and statements given by elderly patients and relatives. 


Senator McNamara. Dr. Vernon Stehman, department of mental 
health, Lansing. We know of your tremendous interest in this prob- 
lem and the role that your organization has to play in it and we are 

very glad to have you here. Do you have a prepared statement, and 
cloes the recorder have a copy ¢ 

Doctor STeHMAN. Yes. 

Senator McNamara. It will be printed in its entirety and you may 
summarize it at this time. 


STATEMENT OF DR. VERNON STEHMAN, DIRECTOR, DEPARTMENT 
OF MENTAL HEALTH, LANSING, MICH. 


Doctor SreHmMan. My comments deal with a rather small area of the 
problem under discussion today; namely the aged in the mental in- 
stitution and I would like to note that any ultimate resolution of 
whatever problem exists there is entirely dependent on the imple- 
mentation of programs by other agencies in housing, health, and 
pension programs and so forth. Here in Michigan at ‘the end of the 
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last fiscal year we had in our hospitals for the mentally ill a total 
resident population of 17,122. Of this number 5,995 or 35 percent 
were 65 years of age or over. During the past 5-year period we have 
had annual admission of patients of this age or over of 775. Now 
the fact that this large number in our institutions fall in this age group 
is in itself no cause for concern, until we analyze the problems leading 
to their hospitalization. Certainly many of these patients do require 
institutionalization for the treatment of acute illnesses but I believe 
that a substantial proportion of this number are admitted because of 
relatively minor behavior and mental aberrations that have interfered 
somewhat with their social adjustment. 

It seems to me a large number of the patients now being cared for 
in our institutions are presenting symptoms of a sociological dis- 
turbance rather than specific medical or psychiatric disability. I 
don’t mean to say they are not in some sense ill but I do not believe 
that the problem needs to be taken care of in a mental institution. 

Now the immediate result to us of this large number of patients is 
that it leads to a marked reduction in the number of highly skilled 
technical psychiatrically trained personnel in terms of the service they 
can give tothe more acutely ill. Our primary service to these aged pa- 
tients is in the field of nursing care and I believe this can be better 
done in another setting. 

As I mentioned, I think the basic problem is primarily a sociological 
one. By this I mean that the aging individual in our society who is 
mildly forgetful, is overly logacious, occasionally noisy, or who pre- 
sents may if the other manifold sy mptoms of aging could be hel red 
considerably and his process of deter ioration arrested or es if 
adequate facilities for his supervision and recreation were available in 
his community. 

In our society there are too few resources available for these elderly 
people. They are a burden to the community and as a result they are 
adjudicated as mentally ill and placed in a State or Federal institu- 
tion. 

SOCIAL 





PSYCHOLOGICAL ASPECTS OF AGING PROCESS 
In support of the point of view I am presenting, may I give a brief 
review of the sociopsychological aspects of the aging process and the 
psychological needs of the aging. As one moves along in years, and 
as his children grow and become : self-supporting, and as his important 
contacts in the community decrease, there is a feeling that one is no 
longer useful or needed. This feeling is magnified when our society 
forces retirement on still productive elderly people at some pre- 
established age, which means a mandatory cessation of valuable 
activity. This feeling of dependency on society tends to magnify 
previously suppressed | personality traits of hostility, petulance, ov er- 
attentiveness and many other devices which are then used to gain 
some attention and increase one’s feeling of worthiness. In all in- 
dividuals there is a need for affection, acceptance, and participation 
in group activities, and the very nature of our social structure denies 
the elderly citizen these needs. Thus, the social situation may well 
hurry the aging process and magnify those behavioral symptoms 
associated with old age. When these symptoms become sufficiently 
advanced, the individual is too often adjudicated as mentally ill and 
admitted to a State hospital to spend the remainder of his days. 
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This is a brief and totally inadequate psychological explanation, but 
I believe it will suffice for my purposes today. 

I believe it is economically unsound to place large numbers of the 
aging population in State mental hospitals. Such admissions should 
be reserved for those who are acutely ill psychiatrically, and there 
should be adequate facilities to permit their return to the home com- 
munity when the acute illness has been resolved. Wherever possible 
(and I think it should be possible in every case) the elderly patient 
should be treated in his home community where the important ties 
to family and community are not lost. The very act of removing an 
individual from these ties often makes further efforts on the part of the 
therapist completely useless. Medical and psychiatric ihn will 
always be a significant factor in the aging population and these prob- 
lems can most “adequately be met by the development of good nursing 
homes and day care centers in the immediate communities. 


MORE COMMUNITY FACILITIES NEEDED 


The very act of removing an individual from these ties often makes 
further efforts on the part of the ther rapist completely useless. 

I have dealt very briefly with only a small segment of the problem 
of aging. It should be noted, however, those problems beyond the 
scope of the Michigan Department of Mental Health; namely, hous- 
ing, retirement, rehabilitation, recreation, pension programs are all 
closely related to the physical and mental well being of the elderly 
citizen. Those citizens who age successfully and need the services of 
a physician least often are those who have the opportunity to remain 
alert mentally, keep at their jobs or develop other hobbies or vocations 
and who have adequate recreational and health facilities. Those who 
present our serious problems are usually those who have been dis- 
charged by their family or community. 

I have dealt very briefly with only a small segment of the problem 
ofaging. It should be noted, however, that those problems bevond the 
scope of the Michigan Department of Mental Health, namely, housing, 
retirement, rehabilitation, recreation, pension programs, and so forth, 
are all closely related to the physical and mental well-being of the 
elderly citizen. Those citizens who age successfully and need the serv- 
ices of a physician least often are those who have opportunities to re- 
_— alert mentally, keep at their jobs or develop other hobbies or 

ocations and have ‘adequate recreational outlets. Those who present 
our serious problems are usually those who have been “discarded” by 
their family group and community. 

Senator McNamara. It is frequently charged that many people in 
mental hospitals are there because there seems to be no place else for 
them to go. Do you in your experience find this to be true ? 

Dr. Srruman. Yes, I think that is quite true. I would say in 
a very short time we could take several hundred of our patients and 
place them in another type of facility if such facility were available 
in their community. I think it would be better for them and better 
for the total psychiatric program as well. 

Senator McNamara. And much more economical. 

Dr. SrrHMAN. Yes. 










1248 THE AGED AND THE AGING IN THE UNITED STATES 


Senator McNamara. Thanks very much for the very fine presenta- 
tion. 
(The prepared statement of Dr. Stehman follows :) 















PREPARED STATEMENT OF DR. VERNON STEHMAN 








I am sure the problems confronting our aged citizens have been thoroughly and 
competently presented to this Senate committee, and it does not seem appro- 
priate for me to again review these problems. I shall confine my remarks to 
the problems of the aged in Michigan as they present themselves to us in the 
Michigan Department of Mental Health. 

Michigan has 6 hospitals for the mentally ill, with a total resident popula- 
tion of 17,122. There are 35 percent, or 5,995, of this number who are 65 years 
of age or over. During the 5-year period between 1953-54 and 1957-58 there 
was an average annual admission of patients 65 years of age and over of 775. 

The mere fact that this large number of our resident population falls in the 
high age group is no cause for concern, until the problems leading to their ad- 
mission are analyzed. Certainly, many of these patients present acute psy- 
chiatric illnesses which require specialized treatment, but a substantial pro- 
portion of this number are admitted because of relatively minor behavioral 
aberrations which interfere with their social adjustment, and more importantly, 
with that of other members of their family circle. Many patients in this age 
group are admitted to mental hospitals when their apparent mental illness is 
associated with the terminal stages of some physical disease. It would appear 
to me that a large number of these patients now being cared for in our mental 
hospitals are presenting symptoms of a sociological disturbance rather than a 
specific medical or psychiatic disability. 

The immediate result of this large grouping of elderly patients in our mental 
hospitals is a marked reduction in the amount of time our specialists in the 
various therapeutic fields can give to the treatment and rehabilitation to the 
younger groups of psychiatrically ill individuals who present reasonably good 
prognoses for recovery. The aged hospital population does receive such psy- 
chiatric services as are available when needed, but the greater effort directed 
to these patients is in the area of custodial nursing care and the need to spread 
personnel services over a larger patient population results in all patients receiving 
something less than optimal treatment. These statements are not meant 
to imply that the aged and mildly disturbed patients are not in need of some 
kind of treatment, but rather to support the position that more adequate treat- 
ment facilities and more comprehensive programs for recreation and rehabilita- 
tion can best be provided in settings others than in the State mental hospitals, 
where many elderly patients are now placed because there is no other satis- 
factory haven for them. 

As mentioned earlier, the basic problem is, to a large extent, a sociological one. 
By this I mean that the aging individual in our society who is mildly forgetful. 
is overly loquacious, occasionally noisy, or who presents many of the other 
manifold symptoms of aging could be helped considerably and his process of 
deterioration arrested or slowed if adequate facilities for his supervision and 
recreation were available in his community. I believe this is also true of those 
elderly citizens whose mild mental quirks are associated with physical infirmities 
requiring complete or partial bed care. In our society there are too few re- 
sources available for these people—they are a burden to the community—and as 
a result they are adjudicated mentally ill and placed in a State mental hospital. 


Senator McNamara. Mr. Lyons, Barrett Lyons, department of 
social welfare, Lansing. We will be very happy to hear from you. 
Do you have a prepared statement, sir? 

Mr. Lyons. Yes, I do, Senator. 

Senator McNamara. Does the recorder have a copy ? 

Mr. Lyons. Yes. 

Senator. McNamara. It will be printed in its entirety in the record 
at this point and we will ask you to go ahead. 
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STATEMENT OF BARRETT LYONS, ADMINISTRATIVE ASSISTANT 


TO THE DIRECTOR, DEPARTMENT OF SOCIAL WELFARE, LANSING, 
MICH. 


Mr. Lyons. I am a social caseworker. I tend to think of old 
people as people and not as sick people. I tend to think of them as 
no different from young people, and so I have come here today to talk 
about old people as people. This is not in any way to negate the 
wonderful evidence that has been given to you so far this mor ning 
about the needs of our sick old people because I think taking care of 
sickness is our No. 1 problem but I thought that my own contribution 
might well be in another area. 


HOME SERVICES 


You yourself mentioned the persons that you have visited in un- 
satisfactory living quarters. The mayor has mentioned the fact that 
people are willing to live in unsatisfactory quarters if they can have 
friendship, and 1 want therefore to speak on the gener ral subject of 
home services and the need for individual wise understanding of old 
people in particular, and I say “old people,” only because, having 
lived their lives, they are not likely to change what they like or dislike. 
Sometimes the shining new apartment has no charm “for them what- 
soever if only they could have services brought to them in their own 
homes or wherever they are living which would take care of the needs 
which have developed bec: use they are old. 

Now from my own experience I could give—I started to say thou- 
sands—surely hundreds of fascinating individualized stories of per- 
sons who can be helped so much if they can just stay home. One old 
lady whom I called on had to live upstairs. There were only two 
windows in this little apartment, one in the front and one in the back 
of this bungalow house but in this small place she had all of her 
dearest possessions of her lifetime, and an adequate place to cook. She 
had music. She had books. She was lonely and all this old lady 
wanted after she had told me her tragic story was some kindness and 
friendship. This can be supplied by a community that knows this is 
needed. But let us pretend that this particular old lady had become 
so enfeebled that she could not do the heavier housework; or that per- 
haps her hands were so arthritic that she could not manage the cook- 
ing; or perhaps from time to time she was in need of some specialized 
service which might be available in the community. There are thou- 
sands of such people. 

CENTRALIZATION NEEDED 


I think that what we need to do is organize home services in such a 
way there is just one place where the old person needs to call to get 
this ty pe of service. Asa social caseworker I think my particular pro- 
fession is best equipped to be the administrator of such a service but I 
could be wrong on this. There should certainly be a physician avail- 
able when needed, the visiting nurse when needed, meals on wheels 
when needed, and I say also a plumber and an electrician because 
sometimes they are the most important persons in the world. There 
should be the homemaker to come and do the heavy work at times. 
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In Lansing I give some after-hours time to this sort of thing. The 
Jadies of our Junior League in Lansing have put up a substantial 
amount of money and have hired a man to head a local project on 
aging and they asked me—this is odd since I am not a health man—to 
be chairman of the subcommittee on health. We decided we would 
look in last year at this matter of just meals on wheels to see what 
might be the need for it in Lansing. 

We took a census tract of a downtown area where we knew there 
were lots of older people living in small apartments or rooms. Now 
[I always try to make committee people do work, so I told the Junior 
League ladies they had to do the work themselves. We set up a sur- 
vey and they made home calls. I also thought it would be a good 
thing for them to know how old people had to live in our community. 
We found a tremendous demand from the people we called upon for 
this one thing; that is, meals to come in. Furthermore, we found that 
most of them would be able to pay for such themselves, even though 
they had slender income, pensions of one sort or another. 
UNIFIED HOME SERVICE PROJECT 
It is my impression, Senator, that a unified home service project to 
supply all of the different things that people need in their own homes 
might be almost self-supporting for those who were receiving old-age 
assistance, it would be proper for them to have a special grant to pay 
for the service. 

Now what we need is some people who can start such a project, and 
some financial aid to initiate it, as I say in my report, much like the 
special projects which the Congress approves or has approved through 
the U.S. Children’s Bureau for specialized and imaginative things for 
children. 

CAMP GIBBS 


I also want to speak very briefly on the possibility that now, after 
a generation has passed in which we rid ourselves of the horrible old 
poorhouse that our forefathers knew, that maybe the time has again 
come where it would be proper for Federal funds to help subsidize 
publicly owned living arrangements, I would like to bring to your at- 
tention a very interesting thing that my department has done in 
Michigan in what we call Camp Gibbs. At the close of the depression 
in the 1930’s we had a tremendous number of what I like to jokingly 
call unhousebroken lumberjacks for whom we really did not know 
quite the best way to care; they would have been unhappy in an in- 
stitution. We took a couple of old CCC camps and started experi- 
menting with group living for men who liked to live incamps. There 
never was any compulsion, no locked doors, no reason why those who 
could get old-age assistance could not leave whenever they wanted to. 
There is just one camp now because we don’t have as great need for 
them. Over the years, we have built up a very fine group of living 
facilities and the men like it, like it very much. They contribute 
much of their own labor and imagination to improve it. 

This is one possibility of a public institution, the like of which I 
can’t imagine any of the persons interested in providing housing 
through private sources would think of because it is simple, rough 
living for the type of person that wants this kind of living. 
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KUNDIG CENTER 


You yourself, Senator, I am sure, know of the Kundig Center in 
Detroit which is priv ately financed and unique I believe in : the United 
States, an agency that, while it is a settlement house and provides 
meals, medical advice e, social case counseling, recreation, goes beyond 
the walls of the institution and supervises rooms in rooming houses in 
an area within half a mile of the center. The center gu: irantees the 
rent to the landlady whether the room is occupied or not. It places 
older men and older women in these rooms through conference with 
the person to live there and the landlady. The center is there to 
solve problems that may arise later between the landlady and the 
tenant. Thus the center has something quite different in that the 
old person who likes to have his own room in his own home or in a 

rented place feels independent as much as he wants to feel independ- 
ent but he can go to the center once a day for meals and it is all a 
single feed. 

The interesting thing about this is in making some of the older 
people walk three, four, five blocks twice a day; they get that exercise 
which so many older people don’t want to get. 

I think, Senator, 1 am going to stop there. We have had a lot of 
testimony here and most of the rest of mine would only be supportive 
of what has been so well said already this morning. 

Senator McNamara. Thank you very much, Mr. Lyons. I like the 
way you started out “older people are just people and you like to 
consider it just that way.” Isn't this one of the real problems that has 
to be handled at the community level? 1 think you emphasize that. 
One of the greatest areas—I am tempted to say of neglect by society— 
is that people f feel they are being cast aside and out of the social life- 
stream; more or less shunted aside and left w aiting. I think your 
emphasizing of that is very timely and we are glad to have it in the 
record. 

You mentioned this camp facility. Is it still in existence and, if so, 
where is it located ? 

Mr. Lyons. It. is located near the city of Iron Mountain. The post 
office is Gibb City—a village. It is 3 miles from the nearest saloon. 

Senator McNamara. That’s interesting. We have a facility in the 
city of Detroit, which you probably know about, that is known as 
Carmel Hall. It was an old hotel taken over by the Catholic archdio- 
cese and there was a facility in there for serving drinks when they 
took it over, and although I haven’t seen this operation—I mean this 
portion of the operation—they indicate that once a day between the 
hours of 5 and 6 they open up the bar area as a social hour for their 
guests. I think this camp you mention, being located not too far 
from such available facility, is really something that isn’t too bad. 
There are many people w ho during their lifetime have acquired the 
habit of having a drink before dinner, and I think this is one of the 
things, if it is available, and if it isn’t costly, should not be entirely 
discouraged. 

Mr. Lyons. The men at the camp are allowed to earn some money 
for what they do. We have payday every 2 weeks. Those that are 
very feeble and can only do a little sweeping, something toward their 
own keep, get 50 cents. The top people get about $6. We have sick 
call every morning; the station wagon goes to town with the men 
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who want to see the doctor and the seats not occupied by these men 
may be occupied by others who want to spend the day in town. So 
we take care of that, too. 

Senator McNamara. I am sure many of them spend the day other- 
wise visiting with relatives and old friends and certainly this is what 
you were talking about when you said these were just people, regard- 
less of age. 

Mr. Lyons. Yes. 

Senator McNamara. Thank you all, gentlemen. I think you have 
made many contributions to the record and the many recommenda- 
tions you have made will be very seriously considered in drawing up 
our report to the U.S. Senate. We appreciate the cooperation we 
have had here and the fine turnout that we have. It shows a great 
interest of all people of all walks of life in the problem we are trying 
to study. 

(The prepared statement of Mr. Lyons follows :) 















PREPARED STATEMENT OF BARRETT LYONS, 
DrIRectTor, STATE DEPARTMENT OF 


ADMINISTRATIVE ASSISTANT TO THE 
SocriaAL WELFARE, LANSING, MICH. 





Gentlemen, it has been my happy experience to have been in the public 
welfare service of Michigan since 1934. Prior to my present position, I have 
been a caseworker, county welfare director, district supervisor and State super- 
visor of general assistance. Your invitation to be with you today was accepted 
with the idea of giving you some of my personal ideas, gained from this experi- 
ence, on how the Federal public assistance provisions for the aged, that is 
title I of the Social Security Act, might be strengthened to make life more mean- 
ingful for old people. While your interest might quite naturally be aroused 
more greatly in suggestions for amendment of title II of the act, because so 
many more are affected, the elderly remainder of the once vast number who 
have depended on old-age assistance are still part of the Federal program even 
though most do not receive title II benefits and also deserve your special 
consideration. 

First let me present some brief information about the people receiving old- 
age assistance in Michigan. As their number has grown smaller—it is now 
something less than 12 percent of all those over 65 in the State—I find many 
persons forgetting that these 63,000 are still needy people who do not have 
enough to live on except for this help (and not always then because of the 
artificial State ceilings on grants); and I find people forgetting that, in con- 
trast with the numbers on our public assistance programs for the blind and the 
permanently and totally disabled, these 63,000 are still a very large group of 
people. 
























(a) Age: (one-half are 79 or older; 7 percent are 90 or more) 
(b) Resources 


1. Children: Of every 100 recipients of old-age assistance, 36 have no chil- 
dren; 40 have children but receive no contributions; 9 receive some cash; 
12 live with children but receive no cash; 3 live with children and receive some 
cash. 

2. Old-age benefits under title II of the Social Security Act: 33 percent also 
receive old-age benefits. (Note a sex differential: 49.4 percent of men receiving 
old-age assistance but only 23.3 percent of women also receive old-age benefits.) 

Distribution by age of those receiving both old-age assistance and old-age 
benefits. 
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8. Age distribution of old-age assistance recipients not receiving old-age 
benefits : 





100 persons 100 men 100 women 


11 
20 
26 
22 
21 





4. Old-age assistance averages: 


Area Require- Income OAA grant | Additional 
ments need 


Ingham, Kent, and Wayne Counties $97. 39 | $22. 53 $74. 86 er ie 
Balance of State 88. 00 18. 46 59. 76 $9. 78 
Entire State 91. 42 19. 92 65.17 6. 33 


* Note.—In Ingham, Kent, and Wayne Counties, county funds are forwarded to Lansing so that the 
monthly check covers full requirements. In the 80 other counties, additional need may be met in whole, 
in part, or not at all by separate application to the county board. 


(c) Living arrangement 


| 
100 persons 100 men 100 women 


Alone in own home 29 | 22 

bude 23 29 19 
In home of son or daughter 12 6 16 
In home of other relatives-. 6 6 5 
Other noninstitutional living arrangements - igehshbaccsaaond 14 22 9 
In an institution 5 14 


1 
} 
29 | 22 34 
In own home with other persons a 2 be 
| 
| 
j 


17 


(d) Marital 


Of 100 old-age assistance recipients 83 are not married or spouse does not share 
living arrangement; 17 are married and share living arrangement. 

I wish to discuss the following ways in which life for old age assistance recipi- 
ents could be made more pleasant through amendments of title I of the Social 
Security Act: 

(@) Requiring the States to permit recipients to live near their children. 

(0) Requiring States to meet the full amount of State-determined need. 

(c) Extending the Federal subsidy to the grant of a person who wishes to live 
in a publicly owned facility. 

(d) Initial grants for home service projects. 

As you gentlemen know, the so-called restrictions in the old age assistance pro- 
visions of the Social Security Act are in reality, on the one hand, protections of 
old people as against a State which would make undue residence, age, or pub- 
licity requirements or would restrict the use of the payment or provide unequal 
treatment for needy old people within the State; or on the other hand, protection 
of the Federal Treasury against a State which might want to give a flat pension 
to all old people. The Congress has made very few changes in the 24 years of 
the Social Security Act in these respects. It is my personal view that the time 
has come to review these now that old age assistance is no longer the major 
security program for the aged. In particular, I am thinking of the very old and 
the needy who have only small or no benefits under the Federal old age security 
program, practically speaking no employment (or ever again any opportunity of 
employment) and who, if still having children expected to support them, have 
become for the most part a burden to those children who are themselves more 
than 50 years old. 

My first suggestion relates to the weak freedom-of-movement requirement of 
title I. This is found in section 2 of the Social Security Act, part (b) (2), and 
forbids the Secretary of Health, Education, and Welfare to approve a State plan 
for administering old age assistance which contains— 
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“Any residence requirement which excludes any resident of the State who has 
resided therein 5 years during the 9 years immediately preceding the application 
for old age assistance and has resided therein continuously for 1 year immediately 
preceding the application.” 

This was the best the Congress could do in 1935 to protect the constitutional 
right of American citizens—rich and poor alike—to live where they please. In 
effect it meant that most old people dependent on old age assistance could not 
move to another State to be near relatives if the relatives could not help them 
throughout 5 years, because almost all States adopted a 5-year residence 
restriction. 

In 1935. we could observe that millions of Americans were on the move in 
search of better living and this included not a few oldsters. I was Cheboygan 
county welfare director at the time. The Mackinac ferries docked in my county 
and thousands of migrant males came to that point without the price of a ferry 
ticket. We had there in Mackinac City an old hotel which we operated as a 
transient shelter at the expense of the Federal Government. The young men and 
the boys would move on if they wished after being bathed, fed, and given a bed, 
if their stories checked by a social worker showed a realistic plan, but many, 
many old men with no plan were among the arrivals. For these we tried to make 
permanent plans. So Iam acutely aware that old people do move; the Congress 
eannot be criticized for allowing the States to protect themselves by a 5-year 
residence requirement for eligibility. I believe at first that all States did so. My 
suggestion to you is not the usual one of requiring the States to reduce their re- 
striction on newcomers. Rather I propose an amendment that all States be 
required to continue assistance to persons who move until the residence re 
quirement of the new State is met. 

Old people want to move for justifiable reasons, the most important of which 
are (1) to be near the members of their families and (2) climate. Most States 
have restrictions on the continuance of assistance when a recipient moves away. 
In this regard, the Michigan story will be of interest: 

In 1945 a member of our legislature became interested in the plight of a certain 
old lady who wanted to move across the Menominee River from Menominee, Mich. 
to Marinette, Wis., to live in an old ladies home. She could not do so as she would 
lose her Michigan old age assistance grant. He introduced a bill in the legisla- 
ture to provide that Michigan recipients of old age assistance might continue to 
receive assistance from Michigan if they moved into a proprietary home for the 
aged in some other State. When we pointed out to him that there was no need 
to provide for Michigan assistance for more than 5 years he asked us how to word 
the amendment. He then accepted our further suggestion that perhaps he would 
like to sponsor a general amendment permitting all recipients of Michigan old 
age assistance who abandoned Michigan residence to continue to receive as- 
sistance from Michigan in the State of their new residence until they had met 
the 5 years (or less) residence requirement of the other State. This he did and 
as sometimes happens when a legislator is interested in a single example of hard- 
ship under a law, he stated his position most effectively and the general legisla- 
tion resulted. 

So Michigan alone among all the States began continuing assistance to nonresi- 
dents on the eligibility basis of their former residence. Because of this specific 
wording of our law the State receiving the new resident from Michigan could 
not claim that he remained a resident of Michigan because he was receiving 
assistance and thus not recognize him as a resident of the new State after 5 
years. 

The social workers in the county offices of the department, once the news of 
the new law got around, reported the happiness that it brought to several 
thousand persons who now could make plans to live near loved ones. For about 
a year there was quite an exodus. 

About this time a few States began reducing their residence restrictions. In 
cases of recipients coming to Michigan from those States, our Michigan law per- 
mits reciprocity. Now when one of our recipients moves to New York, Pennsyl- 
vania, Wisconsin, and several others States, there is merely an orderly transfer of 
information before the new case is taken on and vice versa. We no longer keep 
data on this subject since it quickly became evident that not only was no State 
losing anything by such reciprocity, but rather that every State gained financially 
since the average grant went down. (This would not be true for Arizona, Cali- 
fornia, and Florida if they should reduce their restriction.) In other words. 
the new living situation, on the average, while providing greater happiness and 
security for the old person, cost less in public assistance. This is true in both 
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the reciprocity States and those maintaining a 5-year restriction. At the present 
time our average out-of-State grant is 12% percent below the average in-State 
grant. 

At the present time 470 recipients of old age assistance from Michigan are 
making their permanent homes elsewhere. Last year when we last studied the 
group, the number was 542. To the following list then compiled I have added 
New York, Pennsylvania, and Wisconsin by way of contrast. But I should 
also like to point out the reciprocity State of Illinois, which has a 1-year resi- 
dence law, in contrast to Indiana and Ohio, which continue the 5-year restric- 
tion. Note especially also that Michigan recipients of old age assistance are 
living in 34 different States. 

Persons Persons 

Arizona 26 | Ohio 
MS aiid da cosines cateea toca cose 7 | Pennsylvania 
California BE he cierto caverta ae 
Colorado 9 | Virginia__ 
Florida 105 | Washington 

21 | Wisconsin 
Indiana 49|21 States receiving 1 to 4 
Kentucky 11 | 
Missouri 21 | Total, 37 States 
New York 0 | 


While it appears obvious that California and Florida receive substantial 
numbers for climatic reasons I venture to assert that many of these persons 
also have followed the economic migration to those two States of their children. 
At any rate, with the median age of old-age assistance recipients now 79 in 
Michigan and with Michigan and the Federal Government providing assistance 
for 5 years to these residents of Arizona, California, and Florida who have 
abandoned all ties in Michigan except for assistance, I would suggest that 
there may well be a flat economic gain in the end for those three States also. 

To repeat: I propose to you gentlemen a new Federal requirement for each 
State’s plan for granting old-age assistance; namely, that each State must con- 
tinue to provide for its former resident assistance recipient (so long as he is 
in need, of course) until he has met the residence requirement for old-age 
assistance of the distant State to which he moved. The Federal law should 
also require some requirement for reciprocity in investigations. 

Since our law takes care of Michigan’s senior citizens who want to live else- 
where, I am speaking for residents of other States where the practicality of 
our law has not been visualized. My department’s interest lies in those old 
folks who come to Michigan, invariably to be near children, who must find some 
way of existing without aid, or with the help of county general assistance, 
from the time their old-age assistance from their former home is cut off until 
our 5-year requirement has been met. 

Secondly, I urge you to strengthen title II of the Social Security Act by 
imposing upon the States a condition for receipt of Federal funds that the re- 
quirements of each needy individual as determined by the State be fully met. 
After nearly 25 years we should be ready and able to carry out our implied 
promise to the most needy of all. Of the approximately 589,000 persons 65 or 
over in Michigan, more than 75 percent receive Federal old-age benefits under 
title II of the Social Security Act. Of the 134,000 who do not receive, there are 
42,000 receiving old-age assistance. This represents 7 percent of the old people 
of Michigan. One-half of these are 79 years of age or over. 

Our general statistics show that 76 percent of old-age assistance recipients 
have no children or receive no help from children of any sort, that is, neither 
shelter nor cash. Applying this percentage to the 42,000 there are 16,000 per- 
sons in Michigan 79 years of age or older with no resources of any sort except 
old-age assistance. A similar number are under age 79. 

We grant old-age assistance to about 650 new applicants a month. Here it is 
interesting to note that 62 percent are 70 years of age or older at the time of 
application. I cite all these figures to indicate that the old-age assistance load 
while decreasing in numbers as well as percentagewise is by no means static and 
that the problems of needy old people on relief will be with us for some time. 

We are uncertain to what extent their full needs are not met in Michigan. 
The artificial ceiling on the State grant paid from State and Federal funds creates 
what we call an additional need (in the statistics above) for many recipients. 
But our county governments may be meeting the need in whole or in part. In 
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Ingham, Kent, and Wayne Counties this is wholly done, with the counties turn- 
ing over their funds to the State so that in these three counties total need is 
met with a single monthly old-age assistance check. But in the other 80 counties 
separate application must be made to the county department of social welfare. 
It is my impression that some additional need as we measure it in Lansing is not 
fully covered by these local programs. However, a Federal requirement that 
the States must meet need fully in accordance with the State’s determination 
of need would not cost us a great deal more than is now being spent. But the 
mandatory legislation should be accompanied by some additional Federal subsidy 
to cover part of the increased cost. 

My third suggestion is in respect to the definition of old-age assistance in 
section 6 of the Social Security Act excluding an “inmate of a public institution.” 
This definition does not permit the Federal subsidy in respect to old-age assistance 
to be paid in respect to any person who is living in a public institution unless a 
patient in an institution meeting medical care standards and which is not for 
treatment of tuberculosis or psychosis. When the Social Security Act was 
passed in 1935 the social institution of the poorhouse still existed throughout the 
Nation and almost everywhere was still the disgrace that it had been throughout 
most of its history. President Reosevelt envisioned and end to it and it was 
for this reason that the bar on living in a public institution went into the act. 

The immediate result, for those of us who were county welfare directors and 
on whom there was great pressure to grant old age assistance to everybody in 
the poorhouse, was a community problem of what to do with a lot of old people 
with money available and no ability to spend it wisely. (1 recall some deaths 
from acute alcholism the day following receipt of the first old-age assistance 
check.) There were tragic situations of persons with some ability to be free 
again but needing much help and guidance; the problem was made especially 
acute in many counties where the poorhouse was promptly closed by the local 
authorities. 

We have learned to do differently since. We know now that many kinds of 
group living facilities are required everywhere if we are to provide imaginatively 
for older people in respect to their own happiness and ability to enjoy freedom. 
Many religioius, fraternal, and other nonprofit groups have been supplying some 
of these needed services; many proprietary homes are doing an excellent job. 
But all these are scattered and as we are engulfed with the numbers of older 
people I do not believe that these private sources can supply all of the housing 
requirements. The pressure will exclude most of our neediest. Therefore I 
favor an amendment of the Federal restriction contained in section 6 of the 
Social Security Act which would permit the State to receive the Federal sub- 
sidy in respect to payments of old-age assistance to persons who desire to live in 
public homes. 

I wish to describe a public home which is in operation by the State department 
of social welfare here in Michigan which admirably meets the need of unem- 
ployable or partially employable men who enjoy group living. This is Camp 
Gibbs located in the woods of northern Michigan 3 miles from the nearest saloon 
and 5 miles from a town. Originally it was a CCC camp but it has been im- 
proved and made permanent through the work of the men themselves. The 
only men admitted to it are those that a county welfare department has screened 
as partially or fully unemployable and whom we haVe found to be able to be 
up and about and take care of their personal needs. Thus we get men who 
want to work but who have obvious handicaps. There are 150 beds but many 
are vacant in the summer. We have only two paid employees a manager and 
a cook. All the rest of the work is done by the men, and considerable imagina- 
tion has been exercised by the manager in assigning duties to a man’s liking. 
Each man is given a small amount of cash on “payday” every 2 weeks, for the 
most nearly unemployable of all the amount being $0.50. The top pay is $6. 
The top job in the opinion of the men is operating the station wagon which is 
used to take the men into town for daily sick call or when they wish to go to 
spend the day, for hauling supplies and so forth. No truck ever has had such 
loving care nor has been kept in such good condition. Similarly the tractor. 
We could go on listing various jobs assumed by the men—down to the feeble 
and crippled who peel potatoes and sweep the floor. One 80-year-old cabinet- 
maker with hands so gnarled from arthritis that it takes him most of the day 
to make a simple box nevertheless has his own workbench and his tools and 
turns out in his own time beautiful carpentry for the camp. 

A man can come and go as he wishes but once he has left must be readmitted 
by a county. The county pays us our net costs which we refigure each month. 
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These average $1.75 per man per day over the year. If a man leaves for more 
than 2 days he loses his “job” so that when he comes back he has to work up 
to it again. If a man brings liquor into the camp he is immediately dismissed 
and this is considered so severe a punishment that we have no trouble with 
liquor. 

"Tiede men have no homes anywhere and no longer are suited for home life. 
(That they miss it is evident from the choice of movies which they order for the 
movie projector which they themselves have bought from their earnings. Almost 
all of the pictures are love stories. ) 

Michigan got in this business because in 1940 we still had thousands of old 
lumberjacks who had never known home life and group camp living was what 
they liked. There are only seven of these men left but we have found that this 
type of living appeals to these many other men as well. I see no reason why the 
State should be denied the 50 percent of the net cost of operation which permis- 
sion to grant old-age assistance or aid to the disabled to the residents would 
allow. I am sure that my fellow bureaucrats on the federal side of this welfare 
fence in the U.S. Department of Health, Education, and Welfare can devise 
suitable regulations to prevent any return to the authoritative evils of the old 
poorhouse. 

In making this plea for a reconsideration of the public home, I am not un- 
mindful of the excellent programs the voluntary and church agencies are pro- 
viding nor of the landladies who for a few years create homes for a few persons. 
The Volunteers of America and the Salvation Army are interested in and doing 
excellent work with many. The fraternal orders and other churches are in- 
terested in fine institutions and villages. But, to repeat, I doubt that any of 
these groups will ever take care of the entire demand, particularly for the kind 
of person who would like the camp I have just described. 

However, I do want to point out one Michigan voluntary agency—the Kundig 
Center in Detroit—which has a type of program for city folks both men and 
women which might very well set a pattern for a public agency. Kundig Center 
is a dining hall, recreation hall, and counseling center (medical and social)—a 
settlement house in effect—but with the unique feature of providing, through 
agreements with landladies, rooming facilities within convenient walking dis- 
tance of the center. The old folks have to come to the center for the meals 
provided by the center within their fee and thus get some exercise each day. 
There they can indulge in such recreation as they wish or see the doctor or the 
social worker. The center provides counseling to the landladies also and 
“places” its clients. What we have, in effect, is an institution making use of 
a variety of private homes for beds and thus solving many of the problems which 
constant group living induces. To start a good many of such centers through- 
out the Nation, I believe Federal grants to be desirable much the same as special 
Federal moneys are available for the U.S. Children’s Bureau for special projects 
of national interest. Thus, I am proposing a new section for title I—‘old-age 
Services.” The grants would be made and administered much as the present 
“child welfare services.” Under such a grant, there could be positive imple 
mentation of home services now being developed across the Nation. 

While everyone is aware of the change im our American home life pattern 
which has left no room for an aged parent, I think we are generally failing to 
note that institutional living for the older person no longer able to do every- 
thing for himself is not necessarily the other alternative. A very large number 
of old people could manage very nicely in their own homes if there were an 
agency which could look in on them as often as might be necessary; and, of 
course, how often would vary from case to case. Such an agency would have 
a variety of services available: the friendly visitor who could shop, the house- 
keeper who could do heavy chores, the familiar visiting nurse, the counselor. 
There should be a plumber and electrician on call as well. Most important—in 
terms of numbers to be served—would be a food service. 

In Lansing, where I have been volunteering some evening time with the 
privately financed community project studying the needs of our older people, we 
made a little study to determine what the availability of low-cost meals to be 
brought regularly into the homes would mean. I have brought along a few 
copies of the result, should you wish to incorporate this study as part of the 
testimony. It shows clearly that even in a community as small as Lansing, 
quite a large meal service would develop once started. Apparently it could be 
paid for, for the most part, from the private funds of the customers. Right now 
the project is considering who should be encouraged to begin this work, how 
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should the financial guarantee be arranged and a host of other details. I wish 
we could look to the Federal Government for guidelines even if not for money. 
Basically, since the provision of these services would be preventive of institu- 
tionalization and would promote better health, it seems that these services 
should be eligible for some type of subsidy as are public health and hospital con- 
struction. It is my impression that once established these home service proj- 
ects might be close to self-supporting, including payments made by recipients of 
old-age assistance. 
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FOREWORD 


We have all heard much comment concerning two growing services in the 
field of health care for the aged: Meals on wheels and home care. Like many 
other groups, the health subcommittee became interested, and particularly in 
Lansing’s need for these services: Is there a sufficient number of people waiting 
and needing such services to justify their beginning? In order to find this out, 
the health subcommittee appealed to the newly formed research subcommittee 
for a survey to assist finding out. 

The research subcommittee developed the actual survey. It determined the 
method of sampling and the area in which the sample would be drawn. It 
developed the questionnaire and was responsible for the training of the volun- 
teers from the Junior League of Lansing, who did the interviewing. At the 
conclusion of the survey, this subcommittee also served as consultants in the 
writing of the final report. 

RESULTS 
Meals on wheels 

The survey was conducted on April 28, 1959. <A total of 129 interviews were 
had with individuals 55 years of age and over. Out of these, 40 expressed a 
desire to have meals on wheels service immediately and 23 indicated that they 
would use it if needed, but presently had no need. It is interesting to note that 
of these 129 interviews, 68 were judged by Marie, Dye, Ph.D., former dean of 
the School of Home Economics at Michigan State University, to have either an 
inadequate or a probably inadequate diet, based on responses to a question 
concerning food eaten the day prior to the survey. Of 84 responses to a question 
of financial support for such services, only 16 indicated that they would be 
unable to pay toward the cost of meals on wheels. 

Following is a general breakdown on the responses to the questionnaire con- 
cerning meals on wheels. 














Yes | No | Don’t know | No answer 
sictecalditha is Laaasl | ven 
Liked idea of meals on wheels--.........---.--- 93 7 1 18 
Had adequate diet... __..-__- Nee 44 68 | 7 10 
Had special diet -_- , ghia rete 34 89 0 6 
Would use service (now, when needed) --...-.-- 63 64 l 
Cound pay toward c00t... .2< .- <2. ccncnncee-- 68 | 16 | 18 27 





Cross tabulation of these results demonstrated that 20 of the 40 persons 
desiring meals on wheels presently have inadequate or probably inadequate diets. 
Regarding the ability to pay, 24 of the 40 indicated an ability to pay toward 
the cost, 8 could pay nothing, 3 did not answer, and 5 did not know. 


Home care 


The need for home care programs was not so visibly demonstrated. A total 
of 52 persons interviewed stated that they were interested in home care services ; 
however, only 18 mentioned any need for these services. Only four cases were 
found of people presently in an institution. These results seem to indicate the 
need for further study by going to hospitals and nursing homes and determining 
from their records the number of patients they presently have who could be 
released to their homes, provided home care services were available. 

The following statistics concern the responses to the home care items on the 
questionnaire. 








Yes | No | Don’t know | No answer 
| 
* | si das ee Ses 7 tae 
Liked idea of home care_________- sips eel 85 | 7 | 7 | 30 
Need services now ‘ or cl 18 | 101 | 0 | 10 
Would use services if available and needed__--- | 52 | 30 28 19 
Persons 55 or over in institutions now _._-..--- “| 4 


| ys 0 27 
DEVELOPMENT OF SURVEY 


The survey had the one principal function to determine whether or not there 
is a sufficient number of clients for whom to initiate these two programs. In 
order to do this most efficiently, the research subcommittee decided to use a 
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method of sampling in the downtown, high-median-age area in Lansing. This 
area was determined by the 1950 enumeration tracts of Lansing. The eight 
highest median age areas made up the sample and are indicated by the shaded 
area on the map. 

Following is a breakdown of these tracts by age groups. 





























Population Population 
55 years and over 55 years and over 
Total Total i 
i ! 
| Number | Percent Number | Percent 
Census tract: Census tract—Con. 
re ee a 600 213 35.5 lias caftarlaeia eae 67 24 35.8 
eae ie 339 113 33.3 Oiisicanewedacoae 462 148 32.0 
Tinta Sac heeeccusay 47 19 40.4 ee Nel 530 162 30.6 
Dis ghataadouas 640 | 192 30.0 —-—-—|-— —- — |-—_-— 
506 | 150 29.6 Total (8)..-- 3, 191 | 1,021 32.0 
i | 





The method of sampling used was simply to have the volunteer interviewer 
go from door to door in her designated area until she had reached an assigned 
number of interviews with persons 55 years of age and over. In the development 
of the questionnaire several local caterers were questioned as to information 
they would need before embarking on such a program. 

An attempt was also made to screen other surveys of similar nature to find 
out which data seem to be most pertinent. All of these actions were taken in 
order that the survey might be as simple and yet efficient as possible. After 
many revisions, the questionnaire was decided upon and used in this survey. 

Going through the questionnaire one finds an initial interview page and two 
forms. This was necessary to help us gain information about three groups; 
those in the homes who wanted meals on wheels, those in the homes who wanted 
home care services, and those in the hospitals or nursing homes who could come 
home if home care services were available. 

Prior to the survey, radio, TV and the newspaper were used to inform the 
citizens in this area about the survey itself and the reasons for having it. This 
technique helped considerably in establishing relationships with the interviewees. 
It also brought about some unsolicited responses to meals on wheels, urging 
adoption of the program. 

The junior league volunteers were given a thorough 214 hour training ses- 
sion the day before the survey, being given samples of the questionnaire and a 
thorough discussion of it. Also presented was the philosophy of the survey, 
background, and finally some role playing, using the questionnaire. This helped 
the volunteers in their approach to the survey and to cope with the questions 
asked them by the interviewee. 

CONCLUSION 


From the results of this survey, we can estimate that 153 persons have inade- 
quate diets, 327 would use meals on wheels, and 196 of those could pay for such 
services in this selected area in Lansing. We could also estimate that in this 
area, 153 persons need some type of home care service. These estimates should 
be considered in the light of the sequential technique used in selecting the 
sample. Even taking into consideration a probable samplying error, however, 
the need for meals on wheels is still quite apparent from these results. 

he next step of the project is to approach several civic organizations who 
are interested in cosponsoring a meals on wheels program in Lansing. Having 
supporting evidence of the need for such services will be of much value to these 
organizations. As was indicated earlier, the project will continue studying home 
care and the possibility of developing such a program in this community. If 
these studies do not indicate need, the community will have saved a great amount 
of time and effort. 

It must be remembered that the survey was certainly not intended to be in- 
dicative of the entire community. It was purely exploratory in nature and 
should encourage further study. This first, simple step was necessary before 
proceeding into an unknown field of services. 
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What is the project on aging? 


The project on aging is a program being cosponsored by the Community Serv- 
ices Council (a Red Feather service) and the Junior League of Lansing. It 
has, as its goals, the coordination of all of the community’s activities concerning 
aging and determination of gaps in services to the aged, so that future programs 
might be more efficiently planned. 


How does the project function? 


It has an advisory committee of 36 members from the community. The actual 
operations of the project are carried out through subcommittees. These consist 
of many individuals from the community who have specific interests in the 
aging problem. These subcommittees are: Employment, health, housing, pub- 
lic information, recreation, and research. 


What does it do? 


Through the coordination of agencies, the project makes an efficient overall 
program. In determining needs in services, it helps its member agencies to 
better aim their programs. By its very existence, it emphasizes the need for 
action on this very important problem and increases the community’s aware- 
ness of this need. 

A final suggestion relates to Hill-Burton funds. All over Michigan the public 
is discussing the need for chronic disease hospitals and many counties are vot- 
ing generous taxes for their construction. In Michigan these public medical 
eare facilities (the statutory title) are administered by county social welfare 
boards and our neediest persons have an absolute priority on available beds. 

At one time 81 of the 83 counties had county poorhouses which offered various 
type of care, but mainly of the domiciliary type. Most of these county homes 
were built in the latter part of the 1800's. 

With the advent of old-age assistance, old-age and survivors insurance and 
pensions, the need for domiciliary care decreased, since people had some financial 
means and made their own plans. However, welfare directors found that the 
need for low-cost medical and nursing care for the chronically ill, aged persons 
began to increase. 

Many of the so-called poorhouses closed because the buildings were too old 
and could not be converted to medical care facilities. 

In Michigan, counties which had buildings that were in fair condition and 
could be used as medical facilities were converted. However, many are inade- 
quate and unsafe to meet the present needs. As indicated, several of the counties 
have built new facilities. At the present time 33 counties are operating medical 
care facilities and 14 counties operate county infirmaries, the former poorhouse, 
only. 

Three counties have built new facilities with the aid of Hill-Burton money; 
however, the amount that has been made available for Michigan is so small that 
it can hardly be considered significant. It has been pointed out that some of 
the present buildings should be replaced so that a physio and occupational 
therapy program can be inaugurated. This type of program has worked wonders 
with some of our aged who previously would have been permitted to vegetate. 

There definitely is a need for more of these county medical facilities. In some 
of our northern areas there are neither private no public facilities available. 
Many counties are unable to finance all of the cost of construction, since many 
local units are bonded to the limit for schools. 

I believe that a larger appropriation of Hill-Burton funds should be made 
available, or at least allow the States to allocate the funds to whatever program 
that is needed from the funds allocated to each State. At the present time funds 
are allocated for each program, such as general hospitals, treatment centers, and 
so forth. The building of medical care facilities should also release beds occu- 
pied in general hospitals by long-term patients. 

We are not interested in building places as storage places for the aged, but 
rather to duplicate facilities which have proven that something can be done 
for many of our chronically ill. 


Senator McNamara. The hearing is recessed until 2 o’clock in the 
same room. Thank you. 
(Whereupon, at 12:30 p.m., a recess was taken until 2 p.m.) 
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Senator McNamara. The hearing will be in order. Mr. Harry J. 
Kelley, chairman, Coordinating Council for the Aging of Kent 
County, Grand Rapids. Mr. Kelley, we are happy to have you here 
and sorry we couldn't get you on the schedule this morning, but you 
understand those things I am sure. 

Mr. Ketiry. That’s all right, Senator. 

Senator McNamara. Do you have a prepared copy of your state- 
ment and has the recorder received a copy of it? 

Mr. Keiiry. Yes. 

Senator McNamara. It will be printed in its entirety in the record 
and at this point we w ill ask you to summarize it in your own manner, 
You may go right ahead. 


STATEMENT OF HARRY J. KELLEY, CHAIRMAN, COORDINATING 


COUNCIL FOR THE AGING OF KENT COUNTY, GRAND RAPIDS, 
MICH. 


Mr. Keniry. I will try to highlight it. First of all, Senator we 
hope something can be done : about recordkeeping and about statistics. 
To that end you can help, if arrangements can be made when the 
census is taken in 1960, so the figures can be released earlier. We be- 
lieve that with proper information we can do a better job for our 
coordinating council. 

I think I should say at this time and I failed to say it when I 
started, that I am representing a voluntary agency, a coordinating 
council for the aging which was established in our community by vir- 
tue of funds which we receive from the junior league and you are 
familiar with the good work the junior league is doing all over the 
United States in this regard. And, also, because Dr. Prothro, who 
testified this morning, was able to help us get a grant of $25,000 from 
the Kellogg Foundation for a pilot study. 

Now to get back to my testimony and I am trying to avoid repeti- 
tion of many of the things that were said here this morning. 

Senator McNamara. We appreciate that. 

Mr. Ketter. About this matter of environmental health. The 
mayor touched on the problem that many of our citizens are living 
in quarters that are not conducive to good health. We recognize this 
is an unmet community need but we also recognize it is not a problem 
peculiar to Grand Rapids. We are aware of the psychological fac- 
tors involved and realize that there is no easy solution. 

At the moment the only course of action we see is to do everything 
possible to attack the problem through the cooperative efforts of local 
voluntary and official bodies, also to “do whatever we can to prevent a 
continuation of the situation by all possible means of education and 
work with the aging portion of our population. We also realize that 
these people could be put in the category of a group that is hard to 
reach because they are scattered and spread out. 
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EMPLOYMENT OF OLDER PEOPLE 
Now about employment and you are aware of the fact we have had 
a commission on the study of the employment of the older worker in 
Michigan. One of the needs discovered in 1953 and still unmet in our 
community relates to the area of unemployment, and of employment 
of people, older people. 

The University of Michigan under the director, Dr. Wilma Dona- 
hue, and Woody Hunter of the same department, helped us in a study 
which was prepared in 1953 and this survey indicated that at that 
time there were Jarge numbers of people over 60 who were unem- 
ployed. Now, the Michigan Employment Security Commission, our 
employers’ association, and private employment offic es are doing what 
they can in this respect. You recognize that it is a rather difficult 
problem for many reasons, which I will not attempt to enumerate at 
this time. But, 1 do recommend, and our coordinating council recom- 
mends that employers establish a program of preretirement counsel- 
ing. We think the preretirement counseling program should start at 
least by 60 and I think we would go along w “ith an earlier date, 

Now I have one or two items on health, but I will be brief because 
of the excellent testimony we had this morning. 


UNMET HEALTH NEEDS 








The 1953 study set forth several needs in the area of health services 
for older people. Some of these needs have already been met by the 
reorganization of some of the local services and institutions and an 
expansion of others, but among the unmet needs set forth, in our 
estimation, is the need for a full- fledged home care program which 
Dr. Prothro touched upon this morning and also John Martin. That 
would include visiting nurses, visiting therapists and, where needed, 
homemaker service. Added to these recommendations is the recom- 
mendation of the coordinating council that the community set up a 
total patient care program which is built around patient needs. Join- 
ing with the Coordinating Council for the Aging and the Health 
Council of Kent County in concern about these unmet health needs is 
the Kent County Medical Society. The general hospitals and the 
United Community Services are also cooperating and we are asking 
one of our local foundations for a grant of $10,000 for the purpose of 


making a study of the requirements for convalescent care and rehabili- 
tation in chronic illness. 





INFORMATION AND REFERRAL SERVICE 





Another matter that has not been touched on this morning is a 
senior citizen center, or as they are called on the eastern side of the 
State, drop-in centers. Our coordinating council has appointed a 
committee, and the very competent chairman of that committee is 
Mr. Franklin Wallin, who is endeavoring to determine whether we 
should ask the community to provide such a center. 

Now, the mayor covered urban renewal, I think very well, this 
morning. I won’t repeat that, but my final point has to do with an 
information and referral service. The clergy, physicians, and attor- 
neys in the community feel there is a need for some kind oc: informa- 
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tion and referral service to which the senior citizen with problems can 
be sent for guidance, in order to break through this maze of services, 
to know directly to which one they should apply. There is little 
doubt that this isan unmet need in our community. 

There are other people who are going to testify on other matters 
that our coordinating council has been studying so I am not going to 
burden you with those matters at this time, Senator. 

Senator McNamara. Thank you very much, Mr. Kelley. Your 
very fine testimony is going to be very helpful tothe committee. You 
stress local people should do more and point out what local people 
are doing. Does this indicate that you don’t think the State and 
Federal Governments have a role to play ? 

Mr. Ketxey. Not at all, Senator. They definitely have a role to 
play, but I am speaking for a voluntary agency. 

Senator McNamara. You must have more of it. 

Mr. Ketter. That’s right. 


OLDEN AGE CLUBS 


Senator McNamara. You mentioned the activities at the University 
of Michigan and Dr. Wilma Donahue’s study and research in the field. 
She has made great contributions and there are others at the Univer- 
sity of Michigan that have been very helpful to our subcommittee and 
I feel this is the time to recognize them since you have brought it up. 
I am surprised to find you don’t have what is commonly recognized as 
more drop-in centers or golden age club centers—They have various 
names for them—in Grand Rapids. I understand they are just get- 
ting started now establishing some of these. There is certainly a very 
great need for that in a community such as this, and I am sure you 
will get a great deal more cooperation than just the people you have 
talked about who have been interested up tonow. The Junior League 
has made a great contribution and a long-standing contribution to 
this area. They have been concerned with these problems almost as 
long as anybody has. Of course, their resources are very limited too 
and we need the cooperation of many other organized groups, and I 
am sure you are going to get it. Thanks very much for your excellent 
testimony. It has been very helpful, and your recommendations will 
be given serious consideration, Mr. Kelley. 

Mr. Ketter. Thank you, Senator. 

(The prepared statement of Mr. Kelley follows :) 


PREPARED STATEMENT OF HARRY J. KELLEY 
1. BASIC DATA 


We feel that the lack of basic data on which planning can be predicated is at 
present a major problem. 

In a community this size and in an organization like ours with a one-man staff 
the compilation of a set of detailed statistics is practically impossible. It is 
true that some units of local government have gathered fragmentary data which 
has been helpful. Likewise, some of the private organizations in the community 
have cooperated in gathering important information for us. Such locally 
compiled information, however, is often suspect by others as prejudiced. 

In studying other statements prepared for your committee we have noted fre 
quent use of 1950 census data projected in an effort to provide a statistical base 
for recommendations. We have also noted that such projections are also open 
to challenge. 
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It would be our hope that your committee might be able to assist local com- 
munities like ours, as well as the States and Federal departments by urging the 
Bureau of Census to make this data available as quickly as possible after the 
next decennial census. 

2. ENVIRONMENTAL HEALTH 


In Grand Rapids there are a number of single older persons living alone in one 
or two rooms in rooming houses, hotels, and second and third stories of commer- 
cial buildings. Many of them are old age assistance recipients, some are 
receiving social security, and some a combination of the two. 

Through the health department’s inspection service this group has come to the 
attention of the officials of the various involved agencies. It is known to be a 
segment of the population which has sought low-cost housing within the limits of 
its budget. It is a segment of the population which represents something of a 
health problem because of dietary deficiencies. Periodically individuals in this 
group will become patients in nonacute medical care facilities because of 
malnutrition. 

This group represents a “hard to reach” segment of the older population. They 
do not seem to be influenced by educational efforts directed toward nutrition, 
clinic visits, or other attempts at prevention. They do not participate in activity 
programs for senior citizens. Landlords find them difficult tenants and uncoop- 
erative in meeting standards of cleanliness set up by the health department. As 
a group they represent a menace to community health and safety. 

We recognize this as an unmet community need, but we also recognize that 
this is not a problem peculiar to Grand Rapids. We are also aware of the basic 
psychological factors involved and realize that there is no easy solution to this 
problem. We know the health department is as concerned as the Kent County 
Health Council, along with our coordinating council. Weare not at all sure that 
finances are the root of the problem. Neither are we convinced that as a group 
these people would be happier in a group housing program, even though this 
might seem to be a means of supervising and perhaps controlling them. 

At the moment the only course of action we see is to do everything possible to 
attack the problem through the cooperative efforts of local voluntary and official 
bodies, but in the realization that these efforts may be fruitless we propose to also 
do whatever we can to prevent a continuation of this situation by all possible 
educational work with the aging portion of the population. We must prevent a 
repetition of past conditions which fostered this “hard to reach” group. 


8. EMPLOYMENT 


In 1953 the Division of Gerontology of the Institute for Human Adjustment of 
the University of Michigan made a comprehensive study here, under the direc- 
tion of Dr. Wilma Donahue, of the needs of older people. Due to lack of 
finances and a staff not much was done in the community in trying to meet the 
needs of older people, determined in the 1953 study, until this year. We are of 
the opinion that the needs as discovered in the University of Michigan study are 
still valid and if anytihng have been multiplied by the increase in the portion of 
the population over age 65. 

One of the needs discovered in 1953 and still unmet in the community relates 
to the area of employment. The survey recommended that services should be 
provided to assist the older worker in obtaining employment. In the meantime, 
both the Michigan Employment Security Commission's local office and the Em- 
ployers Association’s employment service have been attempting to meet this need. 
At the same time it was recommended that a plan of part-time employment be 
considered. It was also recommended that a preretirement counseling program 
be instituted by employers along with a community clinic for those persons where 
such an in-plant program was not feasible due to small numbers of employees. 
To date these remain unmet needs. 

It should be noted, however, that the Coordinating Council for the Aging be- 
lieves these are major community problems and as such are high on the council’s 
agenda. We are of the opinion that community resources can be mobilized to 
meet these needs. A committee has been organized by the council to study other 
successful part-time employment programs and to try to adapt them to local 
needs and conditions. The University of Michigan, through its extension service, 
has already trained a core group of personnel people in preretirement counseling 
and we believe this training can be put to good use in developing both in-plant 
and community clinics in this area. 
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4. HEALTH 


The 19538 study set forth several needs in the area of health services for older 
people. Some of these needs have already been met by the reorganization of 
some of the local services and institutions and an expansion of others. Still 
unmet among the needs set forth is a full-fledged home-care program which 
would include visiting nurses, visiting therapists, and, where needed, home- 
maker service. 

Added to these recommendations are the combined recommendations of the 
Coordinating Council for the Aging and the Kent County Health Council that 
the community set up a total patient care program which would be built around 
patient needs. Such a program would take into account accute hospital care, 
the care of convalescents, long term care for chronic illness, a community re 
habilitation service, and finally the home care. 

The acute care facilities are apparently adequate as the result of a 1949 
hospital study and subsequent expansion of the hospitals. This was done with 
locally raised funds, since the local priority for Hill-Burton funds was low on 
the list. 

The next step is to expand the hospital study to the other health needs. The 
Coordinating Council for the Aging and Kent County Health Council are cur- 
rently seeking a grant from a local foundation for this purpose. 

It is possible that recommendations coming out of such a study may call for 
new construction of facilities for long-term care or for rehabilitation services. 
If such is the case, then the community probably would again explore the possi- 
bilities of Hill-Burton funds to help meet this need. 

From some of the studies made by State agencies there is also a need for such 
convalescent and rehabilitative services on a regional basis. Since Grand Rapids 
is already an acute care center with a high concentration of medical specialties 
on the staff of its hospitals, such an expansion of auxiliary services is certainly 
within the realm of possibility. Too, the need is more unmet in the region 
than even locally. 

Joining with the Coordinating Council for the Aging and the health council 
in concern about these unmet health needs are the Kent County Medical Society, 
the general hospitals, and the United Community Services. With this array of 
support and interest we feel that these needs will not long go unmet. Further, 
we realize that mere facilities is not enough, but that such facilities must be 
available to the citizens who need them. However, with this combination of 
voluntary and public agencies working together we believe the matter of avail- 
ability will also be handled. 

Experience in the handling of acute care is an example of how this can be 
accomplished. Following the 1949 hospital study, the hospitals, the welfare 
department, and the United Community Service, joined hands to see that citizens 
received hospital care. Areas of responsibility were evolved so that the hospitals 
were able to determine where the financial responsibility for care might be 
allocated. Without getting into specifics, the plan assigns the responsibility for 
indigent cases to the welfare department or other responsible public agencies. 
The medically indigent cases, who could manage all other expenses except the 
hospital bill, had their bill, or that portion which they could not meet paid for 
by United Community Services. Under this plan the physician makes no charge 
for his services to the patient. It is specifically understood by all parties con- 
cerned that voluntary funds cannot be expected to assume the responsibility 
assigned to a public agency. This is important to the success of such a coopera- 
tive program. Equally important is the medical social work program within the 
hospitals where the need is determined and both patient and community re 
sources are given a thorough screening. 


5. SENIOR CITIZEN CENTER 


One of the 1953 needs cited was a senior citizen center. Since 1953 the public 
recreation department has embarked on a diversified program of games and 
crafts on a dispersed basis. Currently, the department is running a program 
in the downtown area 2 days a week and 2 days a week in an outlying area. 
In addition, the museum and the department have an afternoon of travelogs on 
alternate weeks. Soon, the museum expects to have in operation a fully equipped 
craft shop to be available in the daytime (until the schools are dismissed in the 
afternoon) for the use of the senior citizens. The other programs are patronized 


almost exclusively by women, but it is expected that the museum program will 
attract more men. 
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The Coordinating Council for the Aging is in the process of studying the need 
for a senior citizen center as such. The committee will also weight this need 
against an expansion of the present decentralized program into other areas of 
the community. At present it looks as if the decentralized program does not 
provide for the counseling, health services, and meal programs available in some 
of the communities which have developed centers, but these services may be 
possible even in the present program with some experimentation. 

Therefore, we are not sure right now whether a center is an unmet need. 


6. URBAN RENEWAL 


In our community the areas selected for urban renewal have a number of older 
citizens living there. In some instances they have lived their entire lives in this 
section of the community. 

Although the provisions of urban renewal grants guarantee these people will 
be housed in equal or better facilities, and we are sure this will be the case in 
our community, there is a need for more attention to the psychological needs of 
people about to be uprooted. These older people fear a break in their lifelong 
environment. To them, the place where they have lived represents security, even 
though to the rest of the community it represents a declining area which must be 
rejuvenated. The community has a responsibility to make the transition as easy 
as possible for these people. The traumatic effects of displacement must be 
minimized as far as possible through counseling and competent guidance. 

The mayor and Grand Rapids City Commission have appointed an urban 
renewal advisory committee. This is an activity well worth watching from the 
legislative level. It may well be that some measure of concern for the mental 
as well as the physical well-being of those persons to be removed from an urban 
renewal area should be taken into consideration. 

7. INFORMATION AND REFERRAL SERVICE 

The clergy, physicians, and to some extent the attorneys in the community feel 
there is need for some kind of information and referral service to which the 
senior citizens with problems can be sent for guidance through the maze of 
services to those which can benefit him. Apparently, these are the people in 
the community to whom the older person turns. These are busy professional 
people who do not know all the ramifications of public and voluntary services 
and who cannot go through the process of pulling together the public and volun- 
tary agency services to meet the need of the person seeking help. 

There is little doubt about this being an unmet need. It is probable that many 
problems bedeviling senior citizens now could be solved through such a service, 
because the agencies are already in existence. We hope we can make some 
contribution to the solution of the problems of our senior citizens by helping 
initiate such a program in the community. Until we have proved that existing 
services cannot meet the needs, it is most difficult to recommend the compound- 
ing of the problem by establishing special services for the solution of the health 
and welfare problems of our aged and aging. 


Senator McNamara. While we have been talking about the activi- 
ties of the junior league, I am just informed by the staff that Mrs. 
James Lee is in the audience. I would like her to stand and be recog- 
nized. Mrs. Lee, won’t you stand so the people will know who you 
are. 

We are glad to have you here, Mrs. Lee. 

The next witness is Mr. Charles Rogers, representing Mr. Kenneth 
Robinson of the UAW-CIO, of Grand - Rapids. It says Grand Rapids 
but I meet Mr. Rogers all over the State wherever there are activities 
such as this going on. Glade to have you here, Mr. Rogers. You have 
a prepared statement, and will you see that the ree order gets a copy of 
it. It will be printed in full in the record at this point and you may 
proceed and-summarize in your own manner, sir. 
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STATEMENT OF CHARLES ROGERS, ASSISTANT DIRECTOR, REGION 
1-D, UAW-CIO, MUSKEGON, MICH. 


Mr. Roerrs. Thank you, Senator, and thanks for hearing me. I 
would like to correct the record. My home address is Muskegon. My 
name is Charles Rogers. I am assistant director of region 1- “D of the 
UAW. I would like to present this statement in the name of Kenneth 
Robinson, who fully intended to be here himself, but who is out of the 
city and asked me to represent him. If I have your permission I would 
like to read the statement then, Senator. 

Senator McNamara. Go right ahead. 


UAW GOALS FOR RETIRED MEMBERS 


Mr. Rogers. My name is Kenneth Robinson, and I am regional 
director of region 1-D of the UAW, which serves our membership 
in all of Michigan outside of the Detroit, Pontiac, Flint, and Lansing 
areas. The UAW subscribes to and supports the following specific 
goals for older and retired members : 

(a) Federal, State, and, as necessary, local legislation barring dis- 
criminatory hiring policies and practices based on age directed spe- 
cifically against men and women in the age group 35 ‘to 64. 

(b) Protecting social security benefits from the impact of inflation 
and assuring by appropriate adjustment of benefit levels that retired 
workers share in the benefits of our expanding economy. 

(c) More liberal disability retirement policies under the Social 
Security Act. 

(d@) Prepaid hospital, medical, and nursing home benefits as pro- 
vided in the Forand bill, H.R. 4700. 

(e) More adequate housing programs for the aging through gov- 
ernmental provision of direct loans for private housing as well as an 
adequate number of specially designed low-income units for senior 
citizens in public housing projects. 

(f) Special staff and programs, such as retired workers centers, 
supported by public and private education, recreation, health, and 
welfare agencies to meet the special interests and needs of senior 
citizens in their own neighborhoods. 

(g) Revised surplus food eligibility requirements making it pos- 
sible for the majority, rather than a small minority, of deservi ing 
retired persons to qualify. 

(h) Positive organization and leadership in the community and 
at all levels of government to develop sound social policy and to direct 
and operate a ‘comprehensive program for senior citizens including 
provision for fair and adequate labor participation in local, State, 
and national committees and councils set up to plan and conduct the 
White House Conference on Aging of January 1961. 

(<) Continuing support of congressional study and action to de- 
velop a long-range legislative program to meet the interests and needs 
of retired workers as undertaken by the Subcommittee on Problems of 
the Aged and Aging of the Senate Committee on Labor and Public 


Welfare under the leadership of Senator Patrick McNamara, Demo- 
crat, of Michigan. 
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RETIRED WORKER PROGRAMS IN SMALL COMMUNITIES 


I have chosen to concentrate my remarks on point (f) of this pro- 
gram because it closer fits the needs in this area. I would like to 
present briefly to the committee some of the special problems involved 
in developing services and programs for older and retired workers in 
the medium and smaller sized communities of the State. Because the 
UAW has been relatively more successful in providing pension bene- 
fits for its retired members through collective bargaining, it has been 
more directly concerned with what happens to its retired members 
than most other labor organizations, and, while we recognize that our 
retired members may be economically better fixed than other retired 
workers, we are keenly aware of the shortcomings of other aspects of 
community organization and services for retired people. This aware- 
ness is sharpened by continuous contact with retired members. We 
have worked hard to establish and maintain this contact because we 
do not believe that it is good social policy to sweep the retiree and 
his problems under the rug and forget them. 

Our contacts with retired members are developed and maintained 
through local union committees on older and retired members whose 
responsibility it is to maintain current mailing lists, to encourage 
retired members to participate in local union affairs, and to see to it 
that the interests, needs, and problems of retired members are acted 
upon by the union and the community. In communities where there 
is more than one UAW local we have organized area retired workers 
councils and have pooled our limited retired workers program funds 
of 1 percent per member per month to finance programs and services 
for retired members on a communitywide basis. 

We have such councils in Grand Rapids, Muskegon, St. Joseph- 
Benton Harbor, Traverse City, Saginaw, and the Bay City areas. 
We have been holding monthly and sometimes more frequent meetings 
for retired members in these areas and we have found that there is 
enough interest and participation to justify the establishment of day 
centers or drop-in centers for our retired members. 


SUPPORT NEEDED FROM PUBLIC AND PRIVATE AGENCIES 


We have such a center in the Benton Harbor-St. Joseph area and 
in Muskegon, and we are hoping to set. up similar programs in other 
areas. The problem we face in organizing such programs is that of 
securing adequate support from other public and private agencies in 
the community to sustain these centers. Ideally, we seek to make full 
use of the total community and its resources in setting up these pro- 

‘ams, because they will benefit not only our retired members but all 
Sie persons in the community. 

For example, we would like to see the city provide the building, 
or physical plant, for a drop-in center in a location which is accessible 
to public transportation and preferably to the downtown area. The 
city might also provide staff on a full-time or part-time basis to direct 
and plan center operations. The voluntary agencies might provide 
staff on a part-time basis to deal with counseling, health, and social 
service problems. The board of education might provide part-time 
assistance on various educational projects and the department of parks 
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and recreation might provide leadership, at least part time, to co- 
ordinate recreational activities both in and outside the center. 

Here is a fine hypothetical example of good community organiza- 
tion and leadership on one phase of programing for the aging. There 
are some places where this 1s already being done but we still have been 
unable to achieve this happy combin: ation ‘of services and relat ionships 
in most of the communities In my region. 

You have heard from a number of community leaders from these 
cities during these hearings; some of them have statewide and national! 
reputations in this field. They have represented Michigan to the 
rest of the Nation as being far ‘advanced in community organization 
and programs for the aging and aged. 

They have sometimes urged caution in national organization and 
appropriations for the retired worker on the grounds that the State 
and the community could do the job without Federal intervention. I 
call upon this committee to set the record straight on this particular 
point. Let these leaders who have been studying, planning in their 
own communities, and telling other communities how to do the job, 
spend a little more time and effort on action programs in their own 
backyards. 

The UAW and I feel sure the rest of the labor movement stands 
ready to do its share in underwriting and supporting projects such as 
drop-i in centers designed to demonstrate what can be done by a com- 
munity for its retired workers, but ultimately it is the community’s 
responsibility to finance and operate such services. Let our com- 
munity leaders take on this responsibility and we will join with them 
in all practical ways. 

Drop-in activity centers are by no means the total answer to the 
interest needs and problems of retired persons, but they are an im- 
portant step forward in establishing and maintaining contact with an 
ever-widening circle of older and retired persons. “This is why our 
union has taken the le sadership in setting up such programs. This is 
why we urge that they be given greater attention as a force for good 
by ‘community , State, and National leaders in the field of education, 
recreation, health and welfare, and related community services. 


DAY CENTERS A BOON TO MENTAL AND PHYSICAL HEALTH 


The day center programs operated for the aging by the department 
of welfare in New York City and our own programs in Detroit and 
other cities where we do have the help of public and voluntary agen- 
cies, have already demonstrated their value in preventing costly 


mental and physical breakdowns among those who participate in 
them. These programs have also demonstrated their usefulness in 
providing older people with opportunities for social contact, educa- 
tion, recreation, and other services which they never even dreamed 
existed. One of our immediate goals is to see to it that every com- 
munity in Michigan which is large enough to justify such a program 
goes about setting it up as quickly as possible. This is a practic: al, 
economical, and effective way for every community to demonstrate its 
good intentions toward its senior citizens. 

We, therefore, urge this committee to give prominent attention to 
this type of program in its deliberations and recommend: ations, and 


7, ee ee ee ee eee eee 





THE AGED AND THE AGING IN THE UNITED STATES 1271 


we further urge leaders who are members of local, State, and Federal 

councils and commissions on aging to give greater attention and sup- 

ie to the drop-in center program as a means of filling one of the large 
gaps in the lives of so many retired workers. 


SLOW HEADWAY IN MICHIGAN 


If I might, Senator, I would like to make a few remarks in addi- 
tion. We have been attempting in various areas in this region of ours 
to set up drop-in centers, first on_a community basis. We have had 
meetings in several cities, namely, Muskegon, Grand Rapids, Saginaw, 
Bay City, and Traverse City, asking first the city commission to con- 
sider the establishment of a drop-in center and then the UAW through 
the limited funds that we have would help support it financially. For 
instance, in Muskegon we have approached the city commission if they 
would provide the facility and staff if, that the UAW would com- 
pletely furnish the facility, and the union would pay for the cost of 
furnishing it. We have made the same offer to Grand Rapids. We 
have become discouraged because no activity is taking place, so that we 
are now atte mpting, bec “ause we can’t get the community to do it, to es- 
tablish them in our union halls. We have done this in Muskegon. We 
had the grand opening last Tuesday. It was a big success. We have a 
beautiful drop-in center, a beautiful lounge and a beautiful recreation 
room, and we would like to have you visit it, Senator, and see how 
much good it is doing for the aged, and this is open to all of our senior 
citizens. It is not open just to union members. It is open to the 
public. 

We have the feeling the same thing has to happen in Grand Rapids 
because the community leaders here are not moving fast enough to 
meet the problem and we are taking steps to open one in the CIO hall 
here in Grand Rapids. We would like, however, rather than to open 
in the C1O hall, to see it open in a a public building and we could use 
our funds to furnish it. We have such funds available. 

We heard our good mayor of Grand Rapids this morning talk about 
visiting Bridge Street. I believe he said, and I don’t mean to quote 
him, but his general opinion was these senior men were actually curb 
sitting not because of a great financial problem but because they 
wanted company of someone their own age, and I don’t deny this 
is true. I think it is true, Senator, but why do they have to sit on 
the curb to do it?) Why can’t they have a public building supported 
by public funds where they can have some recreation facilities to do 
this in? Thousands upon thousands upon thousands of dollars are 
spent on the youth of this community and in other communities of 
this State. That money, Senator, is well spent but don’t we have a 
like obligation to our senior citizens? They have as much or more of a 
problem than our junior citizens, and they have paid for theirs. They 
have been citizens of this community for a long time. They have been 
taxpayers for a long time, and most of them are going to be taxpayers 
for quite some time to come. 

It seems to me the city owes an obligation to those citizens. 

I would like to close now, Senator, and I will attempt to answer 
any questions you might have. 

Senator McNamara. Mr. Rogers, you have answered the four or 
five questions I jotted down while you were reading, and in your 
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additional remarks you have answered them pretty fully. However, 
I might ask you this: In the centers that you do operate, call them 
day centers, drop-in centers, or whatever you will, do you turn the 
program over pretty much to the people themselves and let them oper- 
ate it? What has been your experience in this? Is this a good way 
to proceed / 

Mr. Rogers. It varies. We find however the programs are much 
more successful if we can get a trained staff to plan the program. 
In Muskegon, for instance, although we could not get a city building 
at this time, through the recreation department they are providing a 
part-time staff to do the program planning, who provide the staff 
to teach arts and crafts on three afternoons a week, and the other 
afternoons during a week are spent on recreation and two nights a 
week are spent on recreation. Cribbage tournaments, pedro tourna- 
ments and things like that in recreation and then they have 14 classes, 
various classes on arts and crafts. It is just beginning but you do 
have to have a trained staff or trained staff people for that. 

Senator McNamara. This is very interesting and this is one of the 
things the committee is ver y much cone erned with and I am sure we 
appreciate your very fine statement. It is going to be very helpful 
to the committee, and your views will be given every consideration. 

Mr. Rocers. May I just add one closing point, Senator? We spent 
this morning I thought very well on the health needs of the aged. 
It is our feeling in the UAW that if these people can become occupied, 
their time can become ocupied at something they would like to do, 
there would not be as much illness amongst the aged. Thank you 
very much for listening. 

Senator McNamara. I am now going to ask two doctors to come 
up here together. Dr. J. Russell Brink, Michigan State Medical 
Society. Is he here? 

Dr. Brink. Yes. 

Senator McNamara. And Dr. Noyes L. Avery, Jr., Michigan 
Society of Internal Medicine. I am sure you gentlemen have much 
in common and we are glad to have you both here together. 

Dr. Brink do you have a prepared statement and does the recorder 
have a copy of it ? 

Dr. Brink. Yes. 

Senator McNamara. You may proceed to summarize, if you will, 
ir, because it will be printed in its entirety in the record. 


STATEMENT OF DR. J. RUSSELL BRINK, MICHIGAN STATE MEDICAL 
SOCIETY, GRAND RAPIDS, MICH. 


Dr. Brin. We certainly appreciate the opportunity of being here 
today, Senator, and I think it is through hearings of this type and 
through the White House Conference in 1961 that we will ‘come to 
some sane and long term conclusion to these problems. I certainly 
think nothing should be done hastily, and whatever should be done, 
should be well thought out, and it would be worse for us to have to 
bring back or re-do a proposition of that type. It will do us a lot of 
damage I think and, of course, in the meantime there may be some 
scientific breakthrough to some of these problems that may come up 
in a very short per iod. Primarily I am going to tell you some of our 
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actions of the State medical society, particularly through the 
geriatrics committee. I have been particularly interested in this 
sroblem for several years as I practice internal medicine and I have 
be en a member of the geriatrics committee of the State medical society 
for the last 10 years and also a member of the local geriatrics commit- 
tee of the county medical society. 


MICHIGAN STATE MEDICAL SOCIETY ACTIVITIES FOR THE AGED 


On the State level we have done the following things which are 
already listed and I will just enumerate them very shortly. The 
Michigan State Medical Society is now a member of the Michigan 
Joint Council To Improve the Health of the Aged. Second we have 
the annual conference on aged as Mr. Kelley has ‘previously mentioned 
and which I think is outstanding. It is the outstanding conference in 
this country on these problems and the Michigan State Medical So- 
ciety is a cosponsor of that conference. 

Third, the Michigan State Medical Society publishes an annual 
issue of the Journal entirely related to the problems of the aged and 
one of our recent issues on preventive geriatrics received national 
acclaim. 

Fourth, in an advisory capacity we are cooperating with the Michi- 

gan Department of Health in raising the standards of nursing homes 
in this State. There are at the present time approximately 600 nurs- 
ing homes caring for about 14,000 patients. We realize however this 
is only a very, very small portion of the problem and this only covers 
about 5 percent of the people above age 65; and fifth, the Michigan 
State Medical Society has also cooperated with the Blue Shield and 
Blue Cross to bring forth a plan, a hospital and medical-surgical plan 
for the people of over 65. 


OPINIONS OF MEDICAL SOCIETY 


This covers our action primarily, and secondly, I would like to give 
you some of our opinions. First I think it is extremely important 
that inflation be halted. I cannot overemphasize that point because 
no elderly person is ever going to catch up if inflation is not stopped. 
In the first place, their dollar which they earned is worth much lens Ss, 
or even 50 percent at present as to what it was 15 years ago, and no 
elderly patient is going to catch up and be financially independent. 

Secondly, of course, at age 65 if they are retired their income goes 
down so they are doubly affected by this inflation factor, and their 
decreased income. If inflation were halted they could independently 
take care of some of their needs which they cannot do at the present 
time, and from that point of view I think Congress should certainly 
do everything possible to halt this inflation trend. 

Secondly, along this same line to help finance the senior citizens we 
believe that all restrictions on earnings of people receiving social se- 
curity should be eliminated, and this would psychologic: ally certainly 
help that individual so that he can live adequately, have adequate 
health care and soon. Then also, third, in this same line I would like 
to make a statement about compulsory retirement. I actually think 


that is the worst thing that has ever been foisted on the American 
people. 








1274 THE AGED AND THE AGING IN THE UNITED STATES 


I will give you my reasons for it. What I say will be primarily 
from the health standpoint. I will not say much about the loss of 
manpower, the loss of experience, and the loss of brains. I am sure, 
Senator McNamara, that you would hate to have somebody tell you 
there are to be no Senators after 65. Look at the number of Sena- 
tors that are above that age group. 

Senator McNamara. | was 65 last month. I know what you mean. 


COMPULSORY RETIREMENT HARMFUL 


Dr. Brryx. I certainly think it is an inalienable right of every per- 
son to work if he is physically and mentally able. I agree that some 
people want to retire at 65. That's their right entirely. Some peo- 
ple aren’t physically able to work. I mean they shouldn’t work. We 

vill agree to that point too but there are some statistics that show that 
50 percent of the people at age 65 do not want to retire and it is a 
medical observation that people who are idle even though they are 
physically in good condition at the time of their retirement, deteriorate 
mentally and physically if they are not active, and if that individual 
is allowed to work or has an interest, his entire physical status will 
remain in good condition. If that aged individual doesn’t work he 
doesn’t have a motive in life and that 1s exactly what he needs. Along 
that same line I want to go on to another point and that is we have 
to grow old gracefully too, and so often the individual who is idle 
doesn’t grow “old gracefully; his children then don’t care for him 
and cert: ainly in this country I think we ought to have more of the 
dignity of the aged and the oriental philosophy like Japan and China. 
We know that neurosis and psychosis are much less in the aged in 
Japan than they are in this country and it is primarily due to this 
philosophy. Along that same line I have often had people tell me 
“Nobody loves me or nobody cares for me.” Often they will turn 
to a doctor as the one individu: ul who will give them some comfort. 

I will make a statement here from Dr. Thwellis, who is one of the 
authorities on geriatrics medicine in this country. “To lose interest 
in life ages one mentally as well as physically; monotony induces 
premature senility. One observes old people sitting motionless, star ing 
into space or lost in memories, rusting away, waiting for death. Sue h 
people are often sound in health but they are not flexible enough to 
grow old gracefully, a process which implies mental readjustment. 
To salvage them one must fill their time, revive their interest in life 
and encourage them to use their hands and brains”. At the same time 
if this aged individual is sick, his restoration is helped a great deal 
by his desire to live. Restoration is as much a matter of spirit as of 
the body. 

We thank you for hearing us. 

Senator McNamara. Thank you very much, Doctor. We know your 
prepared statement goes much further than your summation. We 
much have considerable cooperation, and we have had, I will say, at 
the national level, consider: able cooperation in the first steps we took 
in this study. 

Now you made some reference to a possible scientific breakthrough. 
I presume you are talking about something new in the medical line 
that will even add greater years to the lives of people. Is that what 
you are referring to! 
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Dr. Brrvx. Yes. 

Senator McNamara. This will enhance the problem. It will make 
it more of a responsibility. 

Dr. Brink. Fhat' s right and it may make some problems easier too. 
Weare going to havea proble m anyway. 


REDUCED MEDICAL FEES FOR SENIOR CITIZENS 


Senator McNamara. Yes, we have I believe 6 million people now 
who are over 75, and this is an astonishing figure; 6 million who are 
over 75 and in the next 15 years we will have 9 million who are over 
75, according to the present rate of increase and this magnifies the 
problem that we face today. 

Doctor, you made no reference to your organization instituting 
reduced fees for people in this category of 65 and over but there are 
many areas of the country where your organizations have instituted 
such a program. I wanted to ask you, Is it a national plan? 

Dr. Brink. Yes, it isthe national plan. 

Senator McNamara. Or a statewide basis? 

Dr. Brink. Our Blue Cross and Blue Shield plan for people over 
age 65 has a markedly reduced medical fee. 

Senator McNamara. You are making some changes. We see some 
changes in the recent months in the Blue Cross-Blue Shield program 
and you mentioned in connection with these problems inflation. Cer- 
tainly this is something everybody is concerned with regardless of age, 
and many of the problems we run into are problems of society rather 
than just old people. From the information we have gathered up 
to now, the greatest inflation we have is in the cost of medicine, cost 
of hospitalization and cost of insurance [applause], and I am glad as 
a spokesman for the medical association you are up here recognizing 
this inflation. This is real serious inflation. This causes more mental 
anguish on the part of the people that we are trying to do something 
about in these studies and recommendations to the Senate and we are 
all concerned with this inflation, you can be sure. This reduced fee 
and cooperation that we expect to get from your organization nation- 
ally as well as locally will be of great help in solving some of these 
problems. 

I want to thank you very much for your very fine presentation. 

(The prepared statement of Dr. Brink follows :) 


PREPARED STATEMENT OF J. Russe_t Brink, M.D., Granp Rapips 


Mr. Chairman and members of the Senate Subcommittee on Problems of the 
Aged and Aging, on behalf of the members of the Michigan State Medical Society 
I wish to thank you for this opportunity to appear before you today and present 
our views. We commend you for attempting to survey the problems facing our 
senior citizens and feel sure that a searching, accurate appraisal of the needs 
of this important segment of our population will benefit the community as a 
whole as well as the over-65 age group itself. 

We, of MSMS, take some pardonable pride in having recommended to the 
Congress in 1958, in a statement to the House Ways and Means Committee, that 
a broad nationwide survey of this problem be taken. We are happy, therefore, 
to see the intense interest in the welfare of our elderly being taken by your sub- 
committee, by community study groups, and by the participants in the White 
House Conference on Aging of 1961. 

While the subcommittee is delving into all phases of the unmet needs of the 
elderly, I am sure that you wish to learn our views as they pertain practicularly 
to the health problems of the elderly. 
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The medical profession’s concern for the well-being of our aged patients is 
well documented. To mention but a few examples of this, the Michigan State 
Medical Society was instrumental in the organization of the Michigan Joint 
Council To Improve the Health Care of the Aged, in which was enlisted the co- 
operation of the Michigan Nursing Home Association, the Michigan Hospital 
Association, and the Michigan Dental Society. j 

The MSMS cosponsors an annual conference on aging in cooperation with the 
gerontology division of the University of Michigan. One entire issue of the 
MSMS journal is devoted annually to geriatrics; the May 1957 issue was devoted 
to preventive geriatrics and received national acclaim. The latest techniques 
of treatment of the elderly, such as the use of psychology and psychiatry, are 
discussed in two annual clinical postgraduate meetings sponsored by the State 
society. The society has been instrumental in Michigan Blue Shield’s and Blue 
Cross’ development of special prepayment insurance policies for the over 65 age 
group, and in urging members of other professions in the State to develop similar 
reduced fee programs for this age group. 

Aside from the fact that elderly patients are more susceptible to particular 
diseases than younger persons, and that the predominance of health problems of 
the elderly vary in different sections of the country and in different kinds of 
communities, some basic problems face all senior citizens everywhere. 

We feel that, in the broad sense, that these are: (1) Compulsory retirement 
at an arbitrary age such as 65; (2) restrictions on outside earnings by OASDI 
recipients under a threat of a reduction in social security benefits; and (3) 
inflation. 

All three of these pose a common probiem: the enforced idleness of the senior 
citizen, on a greatly diminished income, in the face of a spiraling cost of living. 
In these circumstances, the senior citizen faces not only a financial Armageddon 
but a psychological impact, affecting his physical health, from which recovery 
may be impossible. 

We, therefore, suggest that this subcommittee recommend in its report that— 

(1) Labor and industry take whatever steps necessary to end the com- 
pulsory retirement discrimination against the senior citizen. If an elderly 
person is physically and mentally qualified to continue work, he should be 
allowed, in fact encouraged to do so, so long as he wishes. 

(2) All restrictions on earnings of persons receiving social security pay- 
ments under the OASDI law be eliminated. 

(8) Every effort be made by Congress to halt inflation and stabilize the 
value of the dollar. 

We are convinced that the majority of Americans would prefer to deal with 
community problems on a community level, voluntarily, rather than turn to the 
Federal Government for Forand-type legislation, which could not possibly 
solve the basic problems of the aged as we have outlined here. 

In closing, we again commend you for your efforts in seeking the answers to 
the problems facing our aged. We applaud the efforts of the many communities 
of the Nation who are facing up to their responsibilities in lending helping hands 
to their less fortunate citizens. We feel that no one can know better the par- 
ticular needs of a community, nor is more capable of meeting those needs. We 
hope that such study projects as your subcommittee’s and the White House 


Conference on Aging in 1961 will lead to a better understanding and meeting 
of those needs. 


Senator McNamara. Dr. Avery, you have a prepared statement ? 
Dr. Avery. Yes. 


Senator McNamara. Has the recorder received a copy of your state- 
ment ? 


Dr. Avery. Yes. 


Senator McNamara. It will be printed entirely in the record, and 
I will ask you to proceed in your own way. 


STATEMENT OF DR. NOYES L. AVERY, JR., PAST PRESIDENT, MICHI- 
GAN SOCIETY OF INTERNAL MEDICINE, GRAND RAPIDS, MICH. 


_ Dr. Avery. I would like to make mention of the fact I am represent- 
ing the American and Michigan Societies of Internal Medicine at this 
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particular meeting and that the written statement was prepared by 
the president of the Michigan Society of Internal Medicine, Dr. Ross 
V. Taylor, also a member of the American College of Physicians. 

Senator, it is a welcome opportunity to appear “before this committee 
concerned with the problems of the older age groups and our popula- 
tion and as you probably know the internist of Michigan and of the 
country asa “whole are those medical specialists who are » accustomed of 
dealing with the diagnosis and treatment of the adult population by 
and large. Therefore, it is that group that is particularly interested 
not only in the medical but in many of the social and economic aspects 
of these problems. As you know the medical problems are a small 
but nevertheless an important aspect of the overall situation. A great 
many other problems have already been brought up. I certainly would 
agree with Dr. Brink that the rehabilitation and the maintenance of 
interest in our aging people is by far the most important approach 
to this problem. 

Your committee I am sure, as a scanning of the hearings in Washing- 
ton in June will testify, has been very w ell briefed on the complicated 
nature of this problem of the aged or those over 65 as it is commonly 
referred to, although I rather ‘believe that is not saying exactly the 
same thing. 

It is not our purpose at this time to reemphasize the testimony of 
Dr. Cohen and Mr. Ginsberg and Mr. Swartz and many others who 
presented excellent statistical data to your committee but perhaps there 
is some, or at least one piece of statistical material that would be worth- 
while chewing on for a moment. 


INCREASED LONGEVITY 


From the time of Christ the age that one might expect to gain when 
he was born was approximately “22, Many, many thousands of years 
before that he would expect to gain the age of about 19. In 1900 he 
might expect to gain the 47 due to primarily the wonders of civilization 
rather than any thing else. Since that time another 25 years has been 
added to the expect ted length of life, and that in only a space of 50 
years, Which has been primarily made up of improving infant mortal- 
ity and maternal mortality, and also ridding the world or ridding 
many of the civilized countries of many of the infectious disease 
scourges. Of course, the antibotics and some of those things have been 
of oreat advantage but not in such a great problem as control of 
typhoid fever, diphtheria, ad smallpox and the real plagues of former 
years, This accounts for most of the statistical improvement in the 
longevity figures. 

The problems of the aging and aged are quite different. There are 
apparently chemical, stressful, and degenerative and wearing out con- 
ditions. With this ‘group there has not really been a good break- 
through and no marked change has thus occurred in the life expectancy 
of an individual 65 years of age. 


AILMENTS OF THE AGED 


The cardiovascular diseases, particularly arteriosclerotic, and hyper- 
tensive will take about 50 percent of us in this room and cancer per- 
haps 20 percent more and other very important conditions, chronic 
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lung diseases and rheumatic diseases are very bothersome to the 
older population. To the greatest degree these are medical conditions 
as distinguished from surgical and they, of course, make up a vast 
majority of the ailments of the aged, and certainly the commonest 
diseases leading to serious illness or death lie in the medical cardio- 
vascular field, the field of the internist and the medical practitioner. 
Not only hospital care but office and occasional home care is necessary 
and at a very high rate. I believe those 65 years of age and older are 
accustomed to making about eight visits to their doctor during the 
course of a year, which is about 40 percent over the average. Some 
of the drug bills have become tremendously expensive, and very great 
problems, occasionally running to $1 a day, making $30 or $40 a 
month. That is a problem which we do not at the moment see any 
good answer for. 
PREVENTIVE MEDICINE 


What can we do though at the present time about these medical 
problems’ The best treatment, of course, is prophylactic. Dr. Brink 
has already touched on a major method of prophylaxis and I would 
like to also mention that thorough examinations of those in later 
years, to say nothing of those in younger years are most advisable with 
the outcome of that and with the re: asonably conscientious cooperation 
of the patient, one can often really postpone disability and lessen the 
aging trends. We do not feel this is expensive medicine. We feel 
this is cheap medicine. The other answer is continued experimenta- 
tion and research to try to bring about a real breakthrough with a 
better understanding of some of these aging problems, the real cause, 
their chemistry, their nature. With these means there is truly great 
hope to brighten at least and make more healthy the golden years 
(and I am not saying, Senator, necessarily that means adding more). 
That is not so much the problem as being able to have them in a better 
state of health. 

LIMITATIONS OF FORAND BILL 


We are beginning to see some distant lights in that aspect of the 
problem particularly in diabetes and in some of the arteriosclerotic 
diseases but those lights are still very distant. Now these advances 
are brought about by the continued curiosity of exceptionally indus- 
trious men in medicine and we need many more. At this point I 
would like to say one or two words about a proposed amendment to 
the social security legislation, H.R. 4700, the Forand bill, socalled, 
and that is that from the standpoint of the oldster it is a very limited 
prepaid insurance program, so far as medical, as distinguished from 
surgical, treatment is concerned, and it excludes medical care to a very 
high degree and it excludes the medical care of the conditions which 
are most bothersome and most serious to this older age group. 

It is the limitations that have been complained about m many of 
the commercial and other available tvpes of insurance, and I merely 
wish to point out that this too is limited insurance. However, in 
Michigan the Blue Cross-Blue Shield program, as Dr. Brink has 
already mentioned, et recently made available rather good hospital 
coverage which covers medical, mental, and surgical problems as w nes 
Perhaps this program does not include all of the adequate medica 
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coverage. It would be nice and yet advances in this field probably 
will be worked out. 
SUMMARY 


In summary then I would like to say that our older citizen requires 
special consideration to defer his aging and keep his self-respect and 
very definitely individual attention should be given to his retirement 
age. Since the process of aging re: ally begins with the onset of adult- 
hood at least—in other words, we begin to age when we begin to grow 
up—training for the future and a person: al sense of responsibility in 
health matters should be developed at that time. 

Expansion of medical care should include medical services of 
major nature on an outpatient basis as well as on a hospital basis. 

An increasing number of dedicated men in the investigative fields 


of the aging process and the care and treatment of these people are 
most desirable. 


Thank you, sir. 

Senator McNamara. Thank you very much, Doctor. I think your 
testimony as well as that of your associates on the witness stand today 
is certainly very helpful to the committee, and you can be sure your 
recommendations will be given serious consideration by everybody con- 
cerned. 

You mentioned the Forand bill and you indicated it does not go far 
enough in many areas. I think we have heard this criticism many 
times, although generally speaking, people throughout the country 
have expressed interest in legislation of this type, pointing out the 
necessity for it. I think it is one of the bills that the medical as- 
sociation nationally has been opposed to. I don’t think they have 
been opposed to it because it doesn’t go far enough. I think they 
have expressed themselves on the record as thinking that it borders on 
what—what is that nasty word they use? Socialized medicine? But 
I am certainly glad to hear you testify in the manner that you do 
regarding F ederal legislation of this sort. 

I think that, ¢ generally speaking, people do think there is a need for 
something like this to supplement the present available insurance 
plan. ; 

You mentioned the Blue Cross-Blue Shield programs. Many pro- 
grams—and I don’t think that is true of your programs in Michigan 
any more, although it once was—are dropped at age 65; is that right 4 

Dr. Avery. They no longer need be. 

Senator McNamara. Now you have a new plan, but this is a 
very new development, and I am sure it is going to be helpful. The 
testimony we have had previously indicates that the rates are con- 
siderably increased. Maybe it is necessary to increase the rates, but 
the benefits also are somewhat reduced. Is this your experience under 
the new plan, either one of you? 

Dr. Brinx. I think practically all concerns now, General Motors 
and all, allow their individuals to keep their plan on a private basis 
if they wish to pay for it. They don’t have to drop it. 

Senator McNamara. This is a problem of how much to pay and how 
much benefits do they get, and I think this has got to be given a great 
deal of consideration and study by the committee. Go ahead, Doctor. 

Dr. Avery. Senator, of course, the actual expense is the same 
whether it is paid from prior social security savings, or whether it is 
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paid for at that particular time. That is a matter of method and not 
a matter of whether this is a more expensive program or a cheaper 
program. 

Senator McNamara. There is always the consideration of whether 
it should be treated as a social problem or as an additional cost spread 
over all voluntary insurance, all persons insured. Now I recognize 
this is a tough job for the salesman because young — generally 
speaking, don't get excited about pension plans, and they don’t get 
excited about the cost of insurance, as people over 65 do. I guess 
you and I were like that too when we were young, so this is just 
human but we have got to do something about it. It is.a great so- 
cial problem and everybody has got to work on it. Iam not charging 
this just to the medical people and the insurance people. We as a 
Nation also have to recognize it. I am glad to have you gentlemen 
recognize it today. 

Dr. Avery. I think it could be pointed out that it is also possible to 
have a paid-up insurance policy at 65 as well as the social security, 
although people are not so likely to do it. 

Senator McNamara. When you consider that 

Dr. Avery. The expense is the same. 

Senator McNamara. When you consider three out of every five 
have less than a thousand dollars income a year this buying of in- 
surance is really a problem. You made some refence to the dedi- 
cated people who work in this field, and I want to ask one of the peo- 
ple who I think falls in this category, the director of our technical 
staff, Mr. Spector, if he has a question at this point. 

Mr. Srecror. Thanks, Senator. I have one question. I was won- 
dering whether Dr. Avery might respond to this. Dr. Brink men- 
tioned the program of reduced fees under the American Medical 
Association proposal, and I was wondering, Dr. Avery if a program 
of having physicians charge less to patients over 65 with low incomes, 
has any ‘effect. on those physicians who specialize or concentrate in 
the geriatric field? What does this do to their income levels as com- 
pared with physicians who have a more general practice ? 

Dr. Avery. I think that is a very fair question but it is kind of a 
double-edged one. I think, as a general matter that physicians’ med- 
ical expenses as contrasted to surgical expenses and hospital expenses 
have been on a relatively low or der of magnitude, although they may 
be spread out over a longer period of time. The problem neverthe- 
less is still present and T am sure that medical specialists are going 
to cooperate as well as others so far as limiting their fees to ‘those 
that can barely afford the situation. 

On a purely dollar and cents basis this does not come to the imme- 
diate problem that some of the other types of problems, such as hos- 
pitalization and surgical fees do as an immediate situation. 

Senator McNamara. Thanks very much, gentlemen. I think both 
of you doctors have made a tremendous contribution to our record 
and we appreciate it very much. 

(The prepared statement of Dr. Avery follows :) 





PREPARED STATEMENT OF Dr. Noyes L. AVERY, JR. 


Gentlemen, the Michigan Society of Internal Medicine represents the intern- 
ists of Michigan, and is one of the component societies of the American Society 
of Internal Medicine. For those not familiar with the specialty of internal 
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medicine, an internist is a specialist in diagnosis and also in the medical treat- 
ment of the diseases of the internal organs of adults. Since the practice of 
an internist is limited to adults, and because of the broad specialty training in 
considering the whole patient, the internists are finding increasing time devoted 
to the diseases and problems of the aged and an increasing concern with aging. 
Probably no other group in organized medicine has a better opportunity to 
acquire intimate knowledge of the fundamental needs of aging patients. The 
internists care for these patients both in their offices and in the hospitals and 
frequently in their homes. In most urban areas today, in cases of serious or 
critical illness, patients at some time are apt to be cared for by internists serving 
either as consultant or personal physician. 

Over the years many of these patients become friends. Because of the close 
physician-patient relationship which develops under such circumstances, the 
internists acquire a special understanding of the social, economic and medical 
problems which may and do arise. It should be needless to emphasize to this 
committee that half of the people attending these hearings will eventually 
develop some fatal cardio-vascular-renal disturbance. Another 20 percent will 
develop some form of cancer. Some chronic lung or respiratory disability may 
increasingly incapacitate many. However, even while these diseases may be 
developing in large segments of the population, the most disturbing situations 
to the majority will be the progressive changes and adjustments necessary 
during the inexorable progression and passage of time. These problems in 
chronology will inevitably force changes in occupation and standards of living, 
and also in social adjustments both within the family and within the com- 
munity. Finally there will usually be increasing need of medical advice and 
nursing care. 

This committee is well indoctrinated and informed already on the fact that 
total health is as much composed of mental attitudes and emotional reactions 
as it is physical status. That this is true of all ages and stations of life is 
increasingly known. For this reason it is impossible to separate the socio- 
economic and medical problems of aging. The very major problems of enforced 
decreasing physical activity, loneliness with loss of friends, housing limitations, 
family neglect, community coldness and loss of feelings of accomplishment loom 
large indeed. The actual income limitations are aggravated by the irresponsible 
inflationary trends which are persisting. With a fixed income the oldsters are 
trying to meet constant increases in rent or taxes, increasing utility expenses, 
rising food costs, growing insurance premiums and increasing need of health 
supervision. All of these factors have been previously presented and need no 
further detailing. The general problems of the aged and aging are becoming 
clarified. 

It seems important to emphasize that, medically speaking, the problems of 
aging begin to present themselves as soon as physical maturity has been at- 
tained. For this reason a greater consciousness of the individual responsibility 
in developing patterns of living which will help postpone the deteriorating 
effects of aging must be promulgated. 

It has been previously stated to this committee that every aged person should 
have a complete physical evaluation. Most of you know that many govern- 
mental agencies request complete history and physical examination by an intern- 
ist. The Society of Internal Medicine would suggest that such complete 
examinations be done periodically through all the adult years. When accom- 
panied by reasonably conscientious cooperation on the part of the patient, such 
examinations will frequently postpone or ameliorate certain aging trends. This 
is a preventive approach to aging and would seem of equal importance to active 
care of the aging. Adequate periodic study of a patient will often enable satis- 
factory solution of medical or psychiatric developments before they grow into 
major problems. 

Michigan has an excellent medical welfare assistance program which makes 
it needless for anyone not to have adequate care. Recently the Michigan Med- 
ical Society has offered Blue Cross and Blue Shield plans which make available 
hospital and medical care to all age groups on a prepayment basis. This cover- 
age for older age groups is also becoming increasingly available all over the 
country. It seems advisable to point out, however, that the bulk of medical 
care of the aging must be accomplished not through hospitalization but through 
the office of the individual physician. Furthermore the medical problems of 
the aged are problems of deterioration of the internal organs and are not sur- 
gical in nature but for the most part must be treated medically. In such circum- 
stances it also becomes obvious that the close physician-patient relationship is 
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vitally important and worthwhile maintaining for the benefit of the patient. 
Personal relationship and interest are far superior in medical care to production- 
line mediocrity and coldness. 

For these reasons it would seem necessary to find ways of incorporating in 
any projects and also in the plans of prepayment or group payment medical care 
to include those services most necessary to the aging. This means all medical 
care and not just the catastrophic and surgical care. Here in Michigan the 
Michigan State Medical Society has had difficulty in finding satisfactory codings 
for the services of the internist so as to advise Michigan Medical Service in 
developing complete plans for oldsters as well as other groups. This problem 
is being solved with the cooperation of the Michigan Society of Internal Medicine 
and should make all physicians’ services more available on a prepayment basis. 

One problem, not yet in sight of solution however, is the increasing expense of 
necessary drugs. It is not unusual to have some patients who may need to be 
seen by their physician only once in every 1 to 3 months but these same patients 
may have to purchase $30 or $40 worth of drugs each month; and sometimes 
even higher drug bills are necessary. -atients could often handle their out- 
patient medical costs if the necessary medications could be covered in some Way. 

One problem which is not yet serious but is gradually becoming more noticeable 
in Michigan, as well as in many other areas, is the increasing population in ratio 
to physicians. There has been a decreasing number of students interested in at- 
tending the medical schools. This ultimately means some decrease in caliber of 
medical graduates. Enlarging classes in medical schools and developing new 
medical colleges will not suffice if there will not be available adequate material 
to fill these classes. Part of this trend may be the increasing competition of 
other fields for those with scientific abilities but it must also be recognized that 
many capable students are not interested in training beyond high school. Un- 
doubtedly family, social and financial factors must be equated but it is also 
apparent that many students, conditioned for years at home by the 40-hour 
week, are not interested in higher education where, at least for the student 
majoring in science courses, the 40-hour week does not exist. There are also 
many not interested in the even more demanding studies in medical colleges 
and the 50- to 70-hour workweek of the average practicing physician. The 
additional training of specialists as in internal medicine, requires another 4 
years or more of intensive study after graduation from medical college. 

The need of adequate placement of the young students with suitable abilities 
has been discussed before you previously. The social, economic and political 
trends which make it increasingly difficult to attract capable individuals into 
additional study and training must be reviewed and investigated. Problems of 
the aged and aging as well as other problems requiring skilled assistance may 
well wither on the vine because of an expanding lack of adequate personnel. In 
the field of licensure of physicians, some national program which might permit 
free placement of qualified personnel would help some States which do not have 
reciprocity status with all other States. 

A final point which is certainly part of the essentials of personality and health 
stability is the need for the universal recognition of the desire and necessity of 
most of the aging to maintain their independence within the area of familiar 
faces and scenes and to continue to be useful and contributing members of their 
society. Concepts must be changed and programs developed which permit these 
individuals to maintain their economic security, community status and a 
semblance, at least, of a design for living. If these be accomplished many of 
the sociomedical problems developing will be postponed a greater number of 
years for the majority. Again I speak of these solutions as preventive care. 

In summary then, these suggestions for your consideration are put forth by 
the specialists in internal medicine: 

1. Aging processes are due to deterioration and diseases of the internal organs 
and a definition of “aged’’ cannot be based on chronological age. For this reason 
it is improper to use any mandatory age limit for enforced retirement with its 
usually attendant economic problems. 

2. The separation of socioeconomic and medical problems in aging is im- 
possible. This fact makes it mandatory that a close physician-patient relation- 
ship be maintained in all plans of medical care. A personally selected physician 
who has knowledge of the total patient within his own environment has the 
best opportunity to bolster the deteriorating physical and sagging morale prob- 
lems encountered. 
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}. Problems of aging begin with the termination of adolescence, and an attitude 
of personal responsibility must also be developed in all peoples to increase the 
period of maturity and aid in postponing many aging processes. 

4. Expansion of medical care plans must also include the major items of 
present day out-patient care which are primarily medical and not surgical and 
are burgeoned by the increasing cost of necessary drugs. 

The increasing need of dedicated individuals who will spend the necessary 
time and effort to become capable in the medical and ancillary fields of care 
of the aging as well as all fields of patient care must be recognized. Solution of 
this problem may well determine the answers to all other problems. 

There must be universal recognition of the importance in adequate per- 
sonality and health stability of the necessity of any and all programs for the 
aged and aging to include provisions for the individual to maintain physical and 
economic independence as long as possible. Where a “design for living” is lost 


then the individual inevitably suffers disintegration of personality with loss of 
both physical and mental abilities. 


The problems of aged and aging will be never stationary and all studies 
and solutions applicable today may be completely inadequate and invalid 
tomorrow. 

Senator McNamara. Mr. Joseph Van Dyke, president of the Kent 
County AFL-C1O C ouncil. Mr. John Panchuk, general counsel for 
the Federal Life & Casualty Co., Battle Creek. Will you two gen- 
tlemen come up at the same time? Thank you, gentlemen. Mr. Van 
Dyke, you have a prepared statement for the recor a0 

Mr. Van Dyxe. I think I have, yes. 

Senator McNamara. Has it been submitted tothe recorder? It will 
be printed in its entirety, and you may proceed, in your own man- 
ner, sir. 


STATEMENT OF JOSEPH VAN DYKE, PRESIDENT, KENT COUNTY 
AFL-CIO COUNCIL, GRAND RAPIDS, MICH. 


Mr. Van Dyxe. Well, I think I am partly baldheaded and have 
gray hair and I think that I ean cae qualify in more than one 
way to say that I have some feeling for senior citizens. 

Senator McNamara. I want to say at this point the organizations 
you represent here today have had a great deal of interest in this 
problem long before they became baldheaded and gray haired. 

Mr. Van Dyxe. That’s right, and after hearing the expert testi- 
mony of so many good citizens I can just probably summarize and 
just say “Me, too, Senator,” but I would like these people here to know 
a little personal thing, something personal as far as you are concerned. 
This happened some time Ago, about 2 years ago, and there was a gentle- 
man in the Netherlands, his father, his sister, his daughter, and son 
were here in Grand Rapids, and the old gentleman was over 80 years 
old and he wanted to come to this country because his grandchildren 
and his daughter and son were here, and he was all alone in the old 
country, and so the daughter went over there and they ran into con- 
siderable trouble trying to get the old gentleman here. They con- 
tacted various Federal people i in Grand Rapids and Washington and 
finally they came to me and asked me if I could do anything. I think 
I contacted your office and I am only saying—now hear this—I want 
the people here to know you really do’ have some feeling for older 
people. Whether you remember this or not, or know anything about 
it—possibly not—but I got the information from your office how to 
proceed and I called Mr. McNamara and we had to get a lot of —_ 
ments ready here, and finally through your help and Mrs. McNamara’ 
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help and the staff help, the old gentleman came here and he lived about 
a year and a half and passed away, but I did meet him and talked to 
him and I certainly want to thank you on that family’s behalf for all 
you did at that time. 

Senator McNamara. Thank you. 


EMPLOYMENT PROBLEMS BEGIN AT AGE 35 


Mr. Van Dyke. I know we have a lot of problems. They have 
probably been covered very well. However, there was a solution on 
television last night to all of these problems. Hitchcock’s solution. 
He was talking about I think 1980 when people were going to live to 
be 125 and they found out a way to get rid of them. They just 
pushed them off the dock. We can’t just push them off the dock. 
That’s not right, so we have got to study these things out and I think 
if everybody gets their shoulder to the wheel and study them out, I 
think it can be done. I think one of the problems that has to be 
studied is beginning at age 35 to 64 people think that a job—and I 
know this from personal experience in trying to get people jobs in 
Grand Rapids here, who are only 45 years old and the large companies 
just won't hire them. I mean they just won’t give them a chance to 
see if they can do a day’s work. They just have a line there and they 
say that’s it. If you are 45 or 48 you just don’t have a chance any more 
unless you are in the plant and have seniority in the plant. You are 
out of luck. 

SOCIAL SECURITY BENEFITS IN KENT COUNTY 


Social security benefits here in the Kent County area, the average 
retired pensioner in Kent County drawing social security receives 
$77.72. These are figures from the Kent C ounty office. The average 
disability payment from social security is $92.59. That isn’t enough. 
That has to come up. I think the benefits should have to come up. 
Whether the age should go down, I am not sure about that. Some 
think the age should go down so they can retire earlier. Others want 
to work longer. That’s a personal thing with many people ey that 
is really something. How you are going to legislate that, I don’t 
know. You have to do it through education I imagine. That’s the 
source we have to do most of these things through—education. 
Whether we can pass legislation to force anyone to hire anyone 35 to 
64, I don’t know. 

Senator McNamara. Let me interrupt you to say that many States 
have. We ran into it in several places we have been in, notably Massa- 
chusetts, that had longstanding laws against discrimination because of 
age. They have been ; going at it largely on an educational approach, 
that is, selling the program, and have had considerable success, Since 
we in Michigan already have laws against discrimination in our leg- 
islature, it would take very little amendment to bring them in line 
with these other progressive States. That is something \ we ought to be 
‘concerned with in Michigan. 


HIGH COST OF MEDICAL CARE 


Mr. Van Dyxe. On the medical problem I can testify as to my own 
father and mother. My mother, the cost was tremendous. They had 
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no insurance. They had no social security. My dad was a school cus- 
todian and he was only getting $50 a month from the Michigan School 
Retirement Act, so here he was faced with a problem. My mother 
had a cataract in one eye which needed to be operated on. By the 
time she got through the hospital, they paid the hospital bill and the 
doctor bills and everything it cost nearly $1,000. That was good for 
a little while and then she had to have the same thing over on the 
other eye. I think it lasted about 3 or 4 years and so there some more 
of their savings were gone, and at that time they weren’t working and 
before she passed away she had a stroke which again incurred a large 
hospital bill. These things can all happen to anybody and it virtually 
took all of their life savings and property and everything they owned. 
Dad met with an accident; broke a hip and finally died of a stroke. 

I mean those things could account for $8,000 or $9,000 before you 
are out of the hospital. 

Now some people I know of here have problems that are greater 
than that and fortunes have been spent in hospitals, and they are still 
paying $18 or $20 a day trying to take care of those people, and some- 
time that money is going to give out. It has to be taken care of some 
way or another to put these people who are sick, put them at ease so 
at least they are not thinking about what is going to “happen to me 
now.” In fact I know a gentleman who had very little money left, 
who was 87 years old, and he didn’t know what was going to happen 
and so about a week or so ago he committed suicide because he didn’t 
know what was going to happen to him. We have to give those peo- 
ple more security than that. They have to know that they are going 
to be taken care of. 

Certainly I can’t say anything about the retired program because 
Charles Rogers has told you all about the program. I think it is a 
program that we include everyone in who wants to attend and we 
want everyone to come to those programs and one of the other things 
is the surplus food eligibility. It should be made available to every- 


one. They get to a certain age, and it should be available to them, if 
they desire to partake of it. 


HIGH COST OF HEALTH INSURANCE 


That’s the only thing I can think of—there’s one thing. You know 
what the cost of Blue Cross is for older people. It runs anywhere 
from $16 to $20 a month and so the people from the plant, the ones 
getting the least pension, are only getting $23.50 so when they get 
their pension check, all they have left is about $4 or $5 of the pension 
check because the rest went to Blue Cross even though they are 


covered, but there are pensions that are paid by fraternal organiza- 
tions to older people. 


INCOME TAX EXEMPTION RECOMMENDED FOR SMALL PENSIONS 


It seems to me we have to work out some sort of a table to exempt 
that from the income tax with the reservations of course because we 
know some people are getting tremendous pensions, and they should 
probably pay an income tax on that but it seems to me they should be 
very liberal with people who are getting just a small pension from a 
fraternal organization, if it is possible, and I just will conclude now 
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by saying that certainly there is a need for much liberal legislation, 
and I hope that we don’t have to wait and wait and wait for it, and I 
hope it is forthcoming very, very soon. 

Senator McNamara. Thank you very much, Mr. Van Dyke. You 
made reference to the progr am last night. They used the term “push 
them off the dock.” 1 don’t believe we go quite that far but we go 
pretty far. Now, you know if you read about the old tribal customs 
when people got old they just banished them from the colony ; chased 
them out in the woods because they were of no more use to the colony. 
There is too much of that in our society today, don’t you think? 

Mr. Van Dyke. I think so. 

A Voice. Now they provide them with a wheelchair that gets them 
out quick. 

Senator McNamara. Only in some cases, probably only in some 

‘ases. Mr. Van Dyke, how much do you think social security should 
“we r aised at this time, recognizing all ‘of the problems that there are? 
Of course, we know that we can't have a utopia, but how far do you 
think they should go? 

Mr. Van Dyxe. I think it should be raised at least, starting at the 
same age limits, I think we should at least have a 50-percent raise to 
take into consideration this inflation, increased cost. 

Senator McNamara. We have had some conflicting testimony on 
this $1,200 limitation a person is able to earn without. affecting his 
social security payments. What is your thinking on that? Do you 
think it should continue at the $1,200 limit, or do you think it should 
be increased ? 

Mr. Van Dyxe. I think it should be increased or eliminated en- 
tirely. 

Senator McNamara. And eliminate all limit on the amount of 
earnings ¢ 

Mr. Van Dyke. Yes. 

Senator McNamara. Well, that would be going pretty far. The 
theory I guess on the part of those people who oppose raising it is that 
it will spread the opportunities. If you keep it at $1,200 or some such 
limit, when a man earns that much, then theoretically at least he will 
get. out of the market and give another one in the same category an 
opportunity to earn up to $1,200. So there is this conflict in the area 
and it isn’t easy to resolve. 

T am sure that is one of the things we are going to have a hard time 
with making any firm recommendation. You can see the problem. 

Mr. Van Dyke. it will be hard to satisfy everyone, for sure. 

Senator McNamara. Oh, no, this we are not going to try to do but 
we are going to try to do the right thing, which is more important than 

satisfy everybody. 
(The prepared statement of Mr. Van Dyke follows :) 


PREPARED STATEMENT OF JOSEPH VAN DYKE 


The effect of an aging population presents one of the major social problems 
of our time. Ten percent of our population in Grand Rapids and Kent County 
are senior citizens. The serious problems confronting senior citizens are: (1) 
Medical expenses and hospitalization; (2) Adequate housing with respect to 
physical conditions of the aged; and (8) recreational and educational programs 
through agencies such as the YMCA, YWCA, churches, Salvation’ Army, local 
recreation departments and retirement planning programs. May I suggest that 
this committee go on record as supporting the following specific goals for senior 
citizens: 
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(a) Federal, State, and, as necessary, local legislation barring discriminatory 
hiring policies and practices based on age directed specifically against men and 
women in the age group 35 to 64. 

(b) Protecting social security benefits from the impact of inflation and assur- 
ing by appropriate adjustment of benefits levels that retired workers share in 
the benefits of our expanding economy. 


(c) More liberal disability retirement policies under the Social Security Act. 

(d@) Prepaid hospital, medical, and nursing home benefits as provided in the 
Forand bill, H.R. 4700. 

(e) More adequate housing programs for the aging through governmental 
provision of direct loans for private housing as well as an adequate number of 
specially designed low-income units for senior citizens in public housing projects. 

(f) Special staff and programs, such as retired workers’ centers, supported 
by public and private education, recreation, health, and welfare agencies to meet 
the special interests and needs of senior citizens in their own neighborhoods. 

(7g) Revised surplus food eligibility requirements making it possible for the 
majority, rather than a small minority, of deserving retired persons to qualify. 
Positive organization and leadership in the community and at the State and 
Federal level of government to develop a sound social policy and to direct and 
operate a comprehensive program that will adequately meet the many needs 
of our senior citizens. 

Senator McNamara. Mr. Panchuk, we are happy to have you here 
today. You are directly concerned with the insurance problems that 
are involved in this hearing and you have a prepared statement, and 
does the recorder havea copy ! 

Mr. Pancnux. Yes, he has, Senator. 

Senator McNamara. We would like you to proceed in your own 
manner, hoping you will summarize to some degree the statement that 
you have presented here. Now, you go right ahead. 

Mr. Pancuux. Thank you. 


STATEMENT OF JOHN PANCHUK, GENERAL COUNSEL, FEDERAL 
LIFE & CASUALTY CO., BATTLE CREEK, MICH. 


Mr. Pancnuux. Iam primarily here to present the health care prob- 
lem of the aged from the standpoint of insurance. I am not speak- 
ing strictly out of an ivory tower because I have acquaintance with a 
great many aged people from working in the community, and also I 
have parents like everybody else. Having been born on the farm 
they moved into the city and consequently at that age, they are at an 
age where they are not covered by social security or any insurance, and 
so I know all aspects of that problem too. 

I might save time, however, instead of rambling by reading this. 
This isa preliminary statement. 

Michigan’s populati ion is now about 8 million, according to the U.S. 
Bureau of the Census. Mic higan is growing faster in actual numerical 
gains than any State in the Great Lakes region and faster than any 
State in the Middle West. 

The Bureau of the Census estimates that Michigan’s population will 
be over 1014 million by 1975. In the last 10 years Michigan’s popula- 
tion has grown 22 percent. 


GOVERNOR’S COMMITTEE ON AGING 


Some 6 years ago the Governor appointed a study committee on the 
problems of the aging. County and local community agencies of the 
government have been studying the problem how to meet the growing 
needs for the senior citizens. E xperts and students of the problems 
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in our institutions of higher learning, voluntary organizations of citi- 
zens, organized labor, medical and hospital associations, prepaid hos- 
pital and medical care service organizations and the insurance in- 
dustry are keenly aware of the challenge and the opportunities to im- 
prove and expand programs to meet the costs of hospital, medical and 
institutional care for the estimated 600,000 people in the State of 
Michigan over 65 years of age. 

The idyllic and philosophic concept of old age, which we were fond 
of quoting during our high school days, in the earlier part of this 
century, from Robert Browning’s famous lines— 

“Grow old, along with me! 

The best is yet to be, 

The last of life, 

For which the first was made.” 

has taken on a prosaic aspect as we ourselves approach the golden 
age in 1959. Weare now more apt to talk and discuss the problem as 
one involving the development and conservation of human resources, 
as a plank in a political platform on the State and Federal level. 
The prophetic vision of the poet is not entirely obscured, however, as 
evidenced by the following quote, and I think this is certainly not 
political, of the State Democractic Party platform recently adopted 
in Grand Rapids, which I helped to prepare, as follows: 

The Democratic Party believes that society must provide for the increasing 
number of older people and environment in which they may lead normal and 
fitting lives and that it is the duty of responsive and responsible government to 
join with private agencies to assure that our senior citizens have the physical, 
mental, and financial capacity to give meaning to their added years of life. 

It is only when we wrestle with specific solutions to the problem 
that our avenues of approach and philosophies frequently assume 
divergent and sharply conflicting paths. 


HEALTH INSURANCE PROGRAMS FOR MICHIGAN RESIDENTS 


I will skip reference to these hearings before your committee in 
which the matters are thrashed out on all sides, but I would like to 
present briefly the availability of health insurance programs for per- 
sons over 65 years of age through voluntary health insurance in the 
State of Michigan, with an opportunity to submit a more complete 
statement at a later date. In addition to the prepaid hospital and 
medical care programs provided by the Blue Cross and the Blue 
Shield plan of Michigan which covers some 50 percent of the Michi- 
gan population, there is a total of several hundred private insurance 
carriers offering hospital and medical care to residents of the United 
States. Such plans include individual and family hospital, medical, 
and surgical coverage, major medical plans, franchise and group 
plans providing hospital, medical, and surgical coverage to employee 
groups, association groups, community groups, and the different kinds 
of related large and small groups eligible for insurance coverage. 

Our own company, though a smaller company, commenced on 
hospitalization, medical, and surgical care in 1930 on individual an 
small group basis. At the present time our company is providing 
hospital, medical, and surgical care under four different policies to 
senior citizens. Persons through age 84 are eligible to apply for such 
coverage. In order to keep the premium cost as low as actuarially 
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possible, hospitalization benefits are provided under one such plan up 
to 60 days for any one period of sickness or accidental injuries for up 
to $5 per day. 

Senator McNamara. Wasn’t that $15 per day ? 

Mr. Pancuuk. Yes, with miscellaneous hospital charges it roughly 
amounts to about $25 a day. Other forms of hospital, medical, and 
surgical coverage on individual, family and franchise basis provide for 
longer periods of time, depending upon the age, financial ability, and 
so forth. 

A survey of domestic insurance companies discloses that er 
all companies in the hospital and accident business now provide suc 
coverage to persons beyond age 65 and make it possible for persons who 
are 65, 75, 80 and 84 years of age to take out such insurance. Continu- 
ance of coverage at such ages once taken out is either on an optional 
basis or on a modified continuity of coverage basis. 

Companies of other States of whom there are a great number, writ- 
ing such coverage in Michigan, likewise provide hospital, medical, 
and surgical care insurance to senior citizens. Several of such larger 
companies provide it on the guaranteed renewable basis or on a paid- 
up basis. 

Three companies write in on a prepaid basis after age 65, provided 
they have carried insurance for at least 10 years before then. 

Health insurance with continuation of coverage, even for the life- 
time of the policyholder, is a development of recent origin which is 
being encouraged and stressed by all health insurance carriers. As 
has been previously stated before this committee health insurance is 
not the only method of meeting the health needs of the aged. Many 
people age 65 or older are receiving in addition to or independent of 
OASDI benefits in pensions from previous employment, income from 
investments, annuities, and some individual and group life and health 
insurance policies. 

OTHER TYPES OF INSURANCE 


Michigan, despite its temporary fiscal problems because of an anoma- 
lous tax structure is, paradoxically, one of the wealthiest States in the 
Union with tremendous economic resources. Its citizens are strong 
advocates of the self-help policy. Michigan leads the Nation in owner- 
occupied homes. According to the statistics compiled by the Institute 
of Life Insurance in 1958 the life insurance figures in force in Michi- 
gan in 1957 demonstrate the attitude of our population in providing 
protection through the mechanism of insurance for various needs in- 
cluding retirement and old age. There were in 1957 in force in the 
State of Michigan 3,786,000 of ordinary life-insurance policies for a 
total of $11,262 million of life insurance in force. There were 2,354,000 
group insurance certificates for a total of $8,053 million of life in- 
surance in force and 3,859,000 of industrial type of insurance in poli- 
cies for $1,544 million of insurance in force. In addition, there were 
various forms of credit life insurance in force. 


UNIVERSITY OF MICHIGAN STUDY 


There is now underway at the University of Michigan a com- 
prehensive study of the major problem of hospital and medical 
economics, including hospital, surgical, medical, and major medical in- 
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surance in this State. This comprehensive study has been made pos- 
sible by the very generous grant of $300,000 by the Kellogg Founda- 
tion of Battle Creek. When this study is completed we will all have 
the benefit of a scientific, independent study, including the health care 
insurance problem as it relates to the senior population. 

We all recognize that the matter of health insurance care of the 
aged is very much a matter of cost. But this problem is a social 
problem only to the extent that the older persons are indigent or 
become indigent as the result of serious illness. It has been estimated 
that some 15 percent of the aged are public welfare recipients under 
federally aided assistance programs and are eligible to receive health 
care. 

During the fiscal vear 1957-58 the total of all forms of old-age 
assistance expenditures by the State of Michigan accounts for $45,- 
446,531 but the amount expended by the State in the same fiscal period 
for all forms of medical assistance through the counties, without re- 
gard to age, was $5,846,963. 








PUBLIC ACCEPTANCE OF 





VOLUNT 





TARY 





PREPAYMENT PLANS 


Traditionally the financing of care for the aged indigent or other 
welfare cases is the responsibility of the local community with sound 
assistance from the Government. Voluntary health insurers long ree- 
ognized as an industry affected with a public interest are making 
tremendous strides in meeting the increasing demand for health care 
financing for the aged. According to the report submitted to the 
Committee on Ways and Means by the Secretary of Health, Educa- 
tion, and Welfare in April of this year it is stated that voluntary 
prepayment of hospital and medical costs have won wide and increas- 
ing acceptance among both consumers and providers of medical serv- 
ice. Preliminary estimates for 1958 show just short of 121 million, 
or 70 percent of the population at the end of that year having hospital 
insurance. 

The most recent developments of the voluntary health insurers with 
respect to persons over age 65 in the field of ‘hospital and medical 
health insurance is significant. While actual statistics are not yet 
available, one Midwest insurer reports, and I verified it last week, that 
it has sold during the year 1 million policies providing health care 
coverage for persons over 65. 


AID TO INDIGENT PROPOSAL 


Health care for the aged is only one of the many facets of financing 
the costs incident to the problems of older age. To what extent the 
taxpayers of the State of Michigan are prepared to support programs 
of additional hospital building « costs, equipment, nursing homes, and 
trained personnel, in addition to any tax assessments for health care 
insurance, may be reflected in the lagging interest. to provide urgent- 
ly needed support for the growing needs of our educational fac ilities, 
mental health, and other basic services. State and Federal assistance 
for the indigent and economically uninsurable individuals may be the 
answer to the solution. 

Economically sound cooperation of the Government, working with 
private agencies and voluntary health insurers who have developed 
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and engineered this type of public service over the years to the point 
where knowledge, experience, and capacity can now assure greater 
expansion and improvement of programs designed for the insured 
health care of the aged. There is an area in this field where the re- 
ponsibilities of the Government in providing for the welfare of the 
people can be defined without making every person over the age of 
65 a recipient or beneficiary of a governmental health care program. 
Such a program in its w ider aspect, should include the abolition of 
discrimination in employment on the basis of age, improvement of the 
economic status of the older people and the creation of public and 
private programs to meet educational, recreational, and housing needs 
of the older people. 

Senator McNamara. Thank you very much. That is a very fine 
statement. I find just one paragraph in it I think that I will disagree 
with. You say on page 4, about the middle of the page “This problem 
is a social problem only to the extent that the older persons are in- 
digent or become indigent as the result of serious illness.” It is our 
experience up to now that a person doesn’t have to be indigent to be 

very much concerned with the possibility of his small life savings be- 
ing wiped out. This is a mental thing that is of tremendous concern 
to people that we are confronted with here today, and if they could 
just have the assurance that they do have an insurance policy of some 
sort that will take care of them during these periods, it will add a 
great deal to their peace of mind, and ‘I think your statement is one 
that I can’t agree with to that extent. 

Mr. Pancuux. We are looking at it from the standpoint if given 
further opportunity for voluntary programs to develop, we will catch 
up with it. We talked about inflation today. We have it not only 
as far as the dollar but as far as the longevity of the group. They are 
increasing. There are about 16 million now in the United States. I 
am sure Michigan will have probably about a million before long, and 
I think we should provide for those that are indigent, but people 
should plan in advance. I don’t hold with some of my brethren al- 
though I am on the advisory committee, but I don’t hold with them 
that Government should keep its hands off entirely. Under our gen- 
eral welfare provisions of the Constitution, the Government has a 
responsibility to help take care of these programs. But, I say that 
with the tremendous increase in cost that this involves, the growing 
demand for all kinds of services, private industry, the way it is devel- 
oping these voluntary health programs now, should be encouraged to 
do so, and Government step in through State assistance and otherwise 
to help where voluntary programs are snot available. 

Now, it may take various forms. It may not be only the indigent. 
It may be through some kind of an insurance program. 

Senator McNamara. I don’t think we are as far apart as your state- 
ment indicated we might be. 

Mr. Pancitux. Good Democrats usually aren't. 

Senator McNamara, Are you in a position as an insurance man to 
compare the cost of health and hospital insurance before 65 and after 
69% How much of an increase is there, taking into consideration the 
new plans that you mentioned ? 

Mr. PancuuK. The duration of hospitalization, periods of hospi- 
talization for the aged people is somewhat longer than for those in the 
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younger ages. It takes them a longer time to recover. As the doctor 
stated before me, they need more medical attention. Now I will say 
this. That one of the reasons the costs have been higher because on an 
insurance basis the spread hasn’t been so big. The bigger the spread, 
I think the cost will be probably lower and particularly with im- 
proved health programs, recreational programs, finding employment 
for these people, they can then feel that they are individuals, that 
they have a right to a good and happy life so that their minds are oc- 
cupied with other people and their status rather than with them- 
selves, will reduce that period. We find in our over-age policy, be- 
lieve me, that the experience as we spread it out is getting better and 
better and that’s why we took them up to age 84. 

Senator McNamara. I will ask you more directly. Has it cost 50 
percent more after 65 than before, or more than 50 percent? 

Mr. Pancuvuk. I don’t think it has in our instance. 

Senator McNamara. Somewhere around that figure? 

Mr. Pancuux. Yes. 

Senator McNamara. The benefits are generally reduced by at least 
one-third, aren’t they ¢ 


Mr. Pancuuk. The benefits are reduced but experience shows the 
average hospital stay 1s something like 8 days. 

Senator McNamara. That’s very interesting. Thank you very 
much. 


Mr. Pancuuxk. There are cases of serious illness where it is consid- 
erably longer. 


Senator McNamara. In all sections of our society, not the aged 
alone. 


Mr. Pancuux. And that includes the overall figure, not just the 
aged. 


Senator McNamara. Thank you very much, gentlemen. I appreci- 
ate your testimony. 
(The prepared statement of Mr. Panchuk follows:) 


PREPARED STATEMENT OF JOHN PANCHUK 
INTRODUCTION 


Michigan’s population is new about 8 million according to the U.S. Bureau 
of the Census. Michigan is growing faster in actual numerical gains than any 
State in the Great Lakes region and faster than any State in the Middle West. 
The Bureau of the Census estimates that Michigan’s population will be over 
10% million by 1975. In the last 10 years Michigan’s population has grown 22 
percent. 

This explosive population growth has and will have a tremendous impact on 
the social, economic, educational and health and welfare problems of this State. 

Some 6 years ago the Governor appointed a study committee on the problems 
of the aging. County and local community agencies of the government have 
been studying the problem how to meet the growing needs of the senior citizens. 
Experts and students of the problems in our institutions of higher learning, 
voluntary organizations of citizens, organized labor, medical and hospital as- 
sociations, prepaid hospital and medical care service organizations and the 
insurance industry are keenly aware of the challenge and the opportunities to 
improve and expand programs to meet the costs of hospital, medical and institu- 
tional care for the estimated 600,000 people in the State of Michigan over 65 
years of age. 

The idyllic and philosophic concept of old age which we were fond of quoting 
during our high school days in the earlier part of this century from Robert 
Browning’s famous lines: 
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“Grow old, along with me! 
The best is yet to be, 
The last of life, 
For which the first was made.” 


has taken on a prosaic aspect as we ourselves approach the golden age in 1959. 
We are now more apt to talk and discuss the problem as one involving the de- 
velopment and conservation of “human resources”, as a plank in a political plat- 
form on the State and Federal level. 

The prophetic vision of the poet is not entirely obscured, however, as evidenced 
by the following quote of the State Democratic Party platform recently adopted 
in Grand Rapids: 

“The Democratic Party believes that society must provide for the increasing 
number of older people and environment in which they may lead normal and 
fitting lives and that it is the duty of responsive and responsible government to 
join with private agencies to assure that our senior citizens have the physical, 
mental, and financial capacity to give meaning to their added years of life.” 


VOLUNTARY HEALTH INSURANCE VS. GOVERNMENT PROGRAMS 


It is only when we wrestle with the specific solutions to the problem that our 
avenues of approach and philosophies frequently assume divergent and sharply 
conflicting paths. 

The complexity of the problems and the variety of proposed solutions have 
been presented at the hearings before the Subcommittee on Problems of the Aged 
and Aging during June 16 through 18, 1959. They were also considered before 
the Committee on Ways and Means as reported by the Secretary of Health, 
Education, and Welfare in the report published April 3, 1959. 

I would like to present briefly the availability of health insurance programs for 
persons over 65 years of age through voluntary health insurance in the State of 
Michigan, with an opportunity to submit a more complete statement at a later 
date. 

In addition to the prepaid hospital and medical care programs provided by the 
Blue Cross and the Blue Shield plan of Michigan which covers some 50 percent of 
the Michigan population, there is a total of several hundred private insurance 
carriers offering hospital and medical care to residents of the State of Michigan. 
Such plans include individual and family hospital, medical, and surgical cover- 
age; major medical plans; franchise and group plans providing hospital, medical, 
and surgical coverage to employee groups, association groups, community groups, 
and the different kinds of related large and small groups eligible for insurance 
coverage. 

Our own company, though a smaller company, commenced writing hospitaliza- 
tion, medical, and surgical care in 1930 on an individual and small group basis. 
At the present time our company is providing hospital, medical, and surgical care 
under four different policies to senior citizens. Persons through age 84 are 
eligible to apply for such coverage. In order to keep the premium cost as low as 
actuarially possible, hospitalization benefits are provided under one such plan up 
to 60 days for any one period of sickness or accidental injuries for up to $15 per 
day. Other forms of hospital, medical, and surgical coverage on individual, 
family, and franchise basis provide for longer periods of time and higher daily 
hospital benefits for ages in excess of 65 and 75 years of age, depending upon the 
type of coverage desired and the economic ability and need of the individual. 

A survey of domestic insurance companies discloses that practically all com- 
panies in the hospital and accident business now provide such coverage to persons 
beyond age 65 and make it possible for persons who are 65, 75, 80, and 84 years 
of age to take out such insurance. Continuance of coverage after such ages 
once taken out is on an optional basis or on a modified continuity of coverage 
basis. 

Companies of other States, of whom there are a great many, writing such covy- 
erage in Michigan, likewise provide hospital, medical, and surgical care insurance 
to senior citizens. Several of such larger companies provide it on the guaranteed 
renewable basis or on a paid up basis. 

Health insurance with continuation of coverage, even for the lifetime of the 
policyholder, is a development of recent origin which is Seing encouraged and 
Stressed by all health insurance carriers. As has been previously stated before 
this committee, “Health insurance is not the only method of meeting the health 
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needs of the aged. Many people aged 65 or older are receiving in addition to or 
independent of OASDI benefits in pensions from previous employment, income 
from investments, annuities, and some individual and group life and health 
insurance policies. Many have accumulated savings, own their own home free 
from mortgage, or have other assets” (J. F. Follman, Jr., director of information 
and research, Health Insurance Association of America). 

Michigan, despite its temporary fiscal problems because of an anomalous tax 
structure is, paradoxically, one of the wealthiest States in the Union with 
tremendous economic resources. Its citizens are strong advocates of the self- 
help policy. Michigan leads the Nation in owner-occupied homes. According 
to the statistics compiled by the Institute of Life Insurance in 1958, the life 
insurance figurse in force in 1957 demonstrate the attitude of our population 
in providing protection through the mechanism of insurance for various needs 
including retirement and old age. There were in 1957 in force in the State of 
Michigan 3,786,000 of ordinary life insurance policies for a total of $11,262 
million of life insurance in force. There were 2,354,000 group insurance certifi- 
eates for a total of $8,053 million of life insurance in force and 3,859,000 of 
industrial type of insurance in policies for $1,544 million of insurance in force. 
In addition, there was $916 million of credit life insurance in force to help 
liquidate insured obligations arising from installment credit in the event of 
premature death of the policyholder. 


UNIVERSITY OF MICHIGAN STUDY 


There is now underway at the University of Michigan a comprehensive study 
of the major problem of hospital and medical economics, including hospital, 
surgical, medical, and major medical insurance in this State. This compre 
hensive study has been made possible by the very generous grant of $300,000 by 
the Kellogg Foundation of Battle Creek, Mich. When this study is completed, 
we will all have the benefit of a scientific, independent study, including the 
health care insurance problem as it relates to the senior population. 

We all recognize that the matter of health insurance care of the aged is Very 
much a matter of cost. But this problem is a social problem only to the extent 
that the older persons are indigent or become indigent as the result of serious 
illness. It has been estimated that some 18 percent of the aged are public 
welfare recipients under federally aided assistance programs and are eligible 
to receive health care. During the fiscal year 1957-58 the total of all forms of 
old age assistance expenditures by the State of Michigan accounts for $45,446,531, 
but the amount expended by the State in the same fiscal period for all forms 
of medical assistance through the counties, without regard to age, was $5,846,968. 

Traditionally, the financing of care for the aged indigent or other welfare 
eases is the responsibility of the local community with sound assistance from 
the Government. 

Voluntary health insurers, long recognized as an industry affected with a 
public interest, are making tremendous strides in meeting the increasing demand 
for health care financing for the aged. According to the report submitted to 
the Committee on Ways and Means by the Secretary of Health, Education, and 
Welfare in April of this year, it is stated that voluntary prepayment of hospital 
and medical costs have won wide and increasing acceptance among both con- 
sumers and providers of medical service * * * preliminary estimates for 
1958 show just short of 121 million or 70 percent of the population at the end 
of that year having hospital insurance. Ten years earlier, in December of 
1947, the 53 million persons with such protection had represented 37 percent 
of the total population. 

The most recent developments of the voluntary health insurers with respect 
to persons over age 65 in the field of hospital and medical health insurance is 
significant. While actual statistics are not yet available, one Midwest insurer 
reports that it has sold during the year 1 million policies providing health care 
coverage for persons over 65. 

Health care for the aged is only one of the many facets of financing the costs 
incident to the problems of older age. To what extent the taxpayers of the 
State of Michigan are prepared to support programs of additional hospital 
building costs, equipment, nursing homes, and trained personnel, in addition to 
any tax assessments for health care insurance, may be reflected in the lagging 
interest to provide urgently needed support for the growing needs of our educa- 
tional facilities, mental health, and other basic services. State and Federal 
assistance for the indigent and economically uninsurable individuals may be the 
answer to the solution. Economically sound cooperation of the Government, 
working with private agencies and voluntary health insurers who have developed 
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and engineered this type of public service over the years to the point where 
knowledge, experience, and capacity, can now assure greater expansion and im- 
provement of programs designed for the insured health care of the aged. There 
is an area in this field where the responsibilities of the Government in providing 
for the welfare of the people can be defined without making every person over 
the age of 65 a recipient or beneficiary of a governmental health care program. 
Such a program in its wider aspect, should include the abolition of discrimina- 
tion in employment on the basis of age, improvement of the economic status 
of the older people, and the creation of public and private programs to meet 
educational, recreational, and housing needs of the older people. 

Senator McNamara. We are very fortunate in having with us today 
Mr. Frank Blackford, commissioner of insurance for the State of 
Michigan. Mr. Blackford, we know you have a great interest in this 
sroblem and your job puts you right in the middle on these things we 

save been talking about. We are glad to have you here, and I see you 
have a prepared statement. Has the recorder been given a copy of it? 

Mr. Bacxrorp. Yes. 

Senator McNamara. We will be glad to publish it in its entirety 
intherecord. You may proceed as you please. 


STATEMENT OF FRANK BLACKFORD, COMMISSIONER, INSURANCE 
DEPARTMENT, LANSING, MICH. 


Mr. Biacxrorp. Thank you very much, Senator. I believe the pre- 
vious witnesses have covered to a very good extent the subject of my 
statement so therefore I would prefer to summarize it and then have 
some comments with respect to the testimony of some of the other 
witnesses before your subcommittee. 

Senator, I would like to point out that since my entry into the 
State government some 10 years ago, I have held a number of posi- 
tions which I think qualifies me to speak on this subject. 

In 1951 as a caine of Governor G. Mennen Williams’ staff I was 
chairman of the interdepartmental committee on the problems of the 
aging, which went into this problem, as I indicated 8 years ago, and 
submitted a report in 1952 on this. 

Senator McNamara. Do we have a copy of that report for our 
records, and if we don’t will you see that we get one? 

Mr. Biacxrorp. I will see you have a copy of that because I think 
the observations in that report will be of help to your committee. 
Subsequent to leaving the Governor’s statf, I became executive secre- 
tary of a number of State employees retirement system as well as 
being social security administrator for all of the public employees 
and in that position I came into contact with quite a few of our re- 
tirees, and since January 1 of 1959 I have served as State insurance 
commissioner and in that position I have involved myself in considera- 
tion of the various health programs being offered by the various insur- 
ance companies as well as the prepaid plan. 


LACK OF PUBLIC AWARENESS ON PROBLEMS OF THE AGED 


Senator, it seems to me that there is a lack of public awareness as 
to the importance of the problem of the aged. In fact it is my per- 
sonal opinion there is no desire on the part of the public to become 
acquainted with the problem. Many of us because of our own per- 
sonal circumstances become involved in the problem and become in- 
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terested in the problem because of aged parents or grandparents, and 
it is only then that we really become aware of the significance of this 
problem, and I think your committee is to be commended for delving 
into this problem, so that we might alert the American public to this 
seriousness of the problem. Because of long public apathy and ne- 
glect, our treatment of senior citizens is only a slight improvement 
above the level of the solution practiced by primitive society, and I 
think you hit the nail on the head. P 

In my dealing with senior citizens here in this State I have found 
many, many occasions where children and other relatives have 
attempted to take away from the senior citizens their right to property 
and so forth. I have watched children attempt to put parents in 
State mental hospitals and other institutions, and cottadaty I think 
this is probably one of the most crushing blows that an aged person 
could have when one of his own flesh and blood attempts to take 
advantage of his age. 

COMPULSORY RETIREMENT 


Senator, I would also like to say to you, I don’t know what the 
Federal employees retirement system has in the way of compulsory 
retirement but I certainly agree with Dr. Brink when he says com- 
nulsory retirement is a disgrace, and for your information, Senator, 
Bowtnbe Williams in his legislative message to the Michigan Legis- 
lature in 1960 has the recommendation—I have seen a draft of the 
legislative message—has a recommendation that we eliminate the 
compulsory retirement age 70 in our State programs. In lieu of that, 
we are suggesting to cope with the problem mentioned by Dr. Brink, 


in lieu of that we are recommending that agency heads have the 
authority to request retirement of any person over 60, so if a person 
is not able to “cut the buck” the agency can request his retirement, but 
after this amendment, which I am confident will pass the Michigan 
Legislature, we will have taken a step forward in eliminating what 
Dr. Brink has accurately described as disgraceful. 


HEALTH INSURANCE WITH DEDUCTIBLE CLAUSE PROPOSED 


With respect, Senator, to our various hospitalization programs of- 
fered not only by the prepaid programs of health insurance but also 
those of our private carriers, 1 would have to point out that we are 
faced in the State department of insurance with a serious problem. 
We know that rate increases are not popular but here is a dilemma with 
which we are faced. We have an increasing public demand for ex- 
tension of services offered by these programs. If you extend these 
services it is going to become more costly. We are aware of this and 
I would say to you that we in the State department of insurance have 
long kicked around this question of how we can improve the services 
and at the same time reduce the cost. We feel there is considerable 
merit in the idea of having a hospitalization program which would in- 
corporate the same feature that we find so often in automobile in- 
surance, that is a $50 or $100 deductible feature. Now this has not 
been thoroughly explored although I understand companies have 
experimented with this to a limited degree in the past but it seems to 
me that if we could say the first $50 or the first $100 of the hospitaliza- 
tion cost would be assumed by the individual citizen that this would do 
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much in the way of easing the pressures which would enable insurance 
oe and the prepaid plans to advance these programs which 

ally should be designed to take care of a catastrophic illness rather 
deans the routine physic: al examination which many of our citizens 
want to have defrayed by hospitalization costs. 

I am in agreement with Dr. Brink that we have to do much more 
in the way of providing home care, visiting nurse programs and so 
forth which will cut down the utilization of the more expensive 
facilities. 

I am not at liberty to disclose details at the present time but I can 
assure you, Senator, that with respect to some of our insurance pro- 
grams that serious considerations are being given to some significant 
improv ements in these that may help cut down the cost. I assure that 
my contacts and my association with the people in the insurance in- 
dustry has convinced me that they are aware of the problem and are 
sincerely striving to do something about it. 

In conclusion, Senator, I would like to take this opportunity to not 
only express my appreciation for the opportunity of appearing before 
the subcommitiee but also to leave you with this thought. The history 
of our country demonstrates that progress in the solution of public 
problems never takes place unless it 1s accompanied by an aroused 
public opinion. To accomplish this, our aging need le: adership such 
as William Lloyd Garrison and Charles Sumner provided in the abo- 
litionist movement, and Lucy Stone and Susan B. Anthony provided 
for the suffragette movement. 

It is my hope, Senator, that you, Senator Patrick V. McNamara, 
can provide that leadership that is so badly needed. 

Senator McNamara. Commissioner, that’s a rather big order but we 
will do our best along the way, you may be sure. 

You mentioned many things about—I think this is a very interest- 
ing observation about the hundred dollars deductible. I think this 
wea in a measure reduce the cost to some degree. To what degree, 

I don’t know. You know much more about it than I do. Per haps 
it would be substantial enough so it would at lease relieve some of 
the anguish that is involved in this insurance picture. 

Mr. BiacKkrorp. It is the concept the American public has accepted 
insofar as auto insurance is concerned and I think the transfer could 
be made much easier. 

Senator McNamara. Mr. Commissioner, do you think it would be 
much cheaper to have insurance cover preventive health service than 
just hospitalization ? 

Mr. Buackrorp. I think it has to cover all, in the long run, to keep 
costs down. 

Senator McNamara. Thanks very much. Your testimony has been 
very helpful. We appreciate your being here. 

(The prepared statement of Mr. Blackford follows :) 


PREPARED STATEMENT OF FRANK BLACKFORD 


Mr. Chairman, members of the committee, since my entry into the State gov- 
ernment some 10 years ago, I have held a number of positions which have 
acquainted me with the subject matter being considered by your subcommittee. 

As a member of Gov. G. Mennen Williams’ staff, I served for several years 
as chairman of the Interdepartmental Committee on the Problems of the Aging. 
Later, I served as executive secretary of a number of State retirement programs 
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and as State administrator for social security for all public employees and, 
as of January 1, 1959, I have served as Insurance Commissioner for the State 
of Michigan. 

I recite this work experience only to establish my familiarity with the 
subject matter under consideration and to provide background for some observa- 
tions I would like to present. 

It seems to mé that there is a lack of public awareness as to the extent of the 
importance of the problems of the aging. In fact, it is my personal opinion, 
there is no desire on the part of the public to become acquainted with the 
problem. 

Because of this public neglect and apathy, our treatment of senior citizens 
is only a slight improvement above the level of the solution practiced by prim- 
itive societies. As you know, the solution advanced by some of our more prim- 
itive societies was to cast the older person out to perish in the elements or as 
legitimate prey of wild beasts. 

I wish to commend this subcommittee for their attention to this important 
public problem and to express my sincere hope that through your efforts a 
greater awareness will be focused on it. 

As I see it, there are three critical areas affecting our aging population. 
Those areas are income, health needs, and housing. At this time, I shall limit 
my comments to health needs and leave for other witnesses the areas of 
income and housing. 

I am happy to report that some progress has been made in assisting older 
people to cope with the problem of health needs. 

Recently, some insurance companies have recognized the problem of provid- 
ing insurance for persons of older age, and therefore, have designed individual 
contracts specifically for persons age 65 and over. In addition to commercial 
insurance companies providing benefits at a reasonable rate within the last 2 
months, the Blue Cross-Blue Shield plans have designed a new certificate for 
this class of persons, which while not providing complete care, does afford 
persons desiring this coverage some degree of protection. 

Some of the policies of commercial insurance carriers as well as certificates 
provided by prepaid plans are sold during an enrollment period, usually lasting 
for 30 days. During this period applicants age 65 and over may purchase the 
insurance regardless of their condition of health, with the company exercising 
no right of selection. The policies are written with a common effective date 
and fixed amount benefits. 

In addition to the so-called senior security policies now being issued by insur- 
ance companies and prepaid plans, many companies are now permitting retired 
employees to continue their insurance under existing group contracts at the 
same premium and with the same benefits as when they were actively employed. 
Some companies issue group contracts containing a conversion privilege which 
permits the employee upon retirement to convert to an individual policy, usually 
with more limited benefits, regardless of condition of health. 

I am deeply appreciative of the opportunity to appear before this subcommitte. 
I should like to leave you with this thought. The history of our country demon- 
strates that progress of the solution of public problems never takes place unless 
it is accompanied by an aroused public opinion. To accomplish this, our aging 
need leadership such as William Lloyd Garrison and Charles Sumner provided 
by the abolitionist movement, and Lucy Stone and Susan B. Anthony provided 
for the suffragettes. 


Senator McNamara. I have just received a wire from one of the 
members of our committee who expresses his regrets he can’t be with 
us here today, although he planned to try to be here, Senator John F. 
Kennedy of Massachusetts. He expresses great regret he couldn't 
be here and meet the people of Grand Rapids, under the circumstances 
that we have here today. He has a great interest, you can be sure, 
as do other members of the committee, in the problem we are working 
on. 

The next witness, Mr. Rupert Kettle, Kent County Welfare Depart- 
ment, Grand Rapids. We are happy to have you, sir. Does the re 
corder have a copy of your proposed statement ? 

Mr. Kerrie. Yes. 
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Senator McNamara. You may proceed in your own manner, and 
we hope you will be able to summarize in some degree. 
Mr. Kerrre. I will be very brief, Senator. 


STATEMENT OF RUPERT KETTLE, GENT COUNTY WELFARE 
DEPARTMENT, GRAND RAPIDS, MICH. 


Mr. Kerrie. We appreciate the opportunity of appearing here be- 
fore you today. I appear as a representative of the Kent County 
Board of Social Welfare as its executive officer. I wish to make a 
brief observation with respect to the dependent aged in our com- 
munity and those who must depend upon public assistance in order 
to exist. 

Ten percent of the people in this county who are over 65 years of 
age are receiving public assistance. Their average age is 76. They 
receive an average monthly grant of $63.50 a month, or about $16 per 
week. We have legal maximum upon these grants of $80 imposed by 
the Michigan statute; $90 if a person is in a nursing home or is hos- 
pitalized. 

It is our belief in the face of these rising costs of living, in the face 
of the increasing incidence of chronic illness and in the lengthening 
life span the number of needy aged will increase. We therefore 
recommend two major items for consideration of your committee, 
Senator. 

MORE FEDERAL AID NEEDED 


We believe Federal aid in this partnership of the social security 
public assistance programs must be increased. Local government is 
doing everything it can financially to supplement the needs of the 
aged who are receiving old age assistance. 

We spent over a million dollars last year on health needs alone. 
That represented 50 percent of our total appropiration approximately 
and 50 percent of those funds went to care for the needy aged who 
needed medical care and hospitalization. Forty percent of the people 
receiving old age assistance in Kent County were hospitalized last 
year. One out ‘of five old age assistance recipients today, since the 
first of this year, have been hospitalized. We therefore believe there 
must be added financi: al aid since local government cannot go much be- 
yond what it is doing. We also recommend there be expanded 
health services for the aged. We, in a limited way, are trying to pro- 
vide our recipients with home and office care, drugs, medicine, hos- 
pitalization, and care in nursing homes, a limited program of home 
nursing care. While it is needed, homemaker service does not exist 
because we do not have the funds. 

We would recommend therefore that under the provisions of the 
Federal-State relationship in the public assistance program you 
broaden the administrative expense contributions of the Federal Gov- 
ernment which now provide for the employment of certain categories 
of personnel, primarily social workers, to permit the inclusion of 
health personnel to permit us more fully to meet the medical needs of 
the indigent and aged. We also would recommend that some con- 
sideration be given to direct aid for local government for construction 
and expansion 1 of medical care facilities. 
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We here in Kent County are doing our best to fill a void that exists 
in this community through the provision of our medical care program. 
We have rid this community of the poorhouse which will never here 
exist again and we are try ing to improve constantly our program at 
Maple Grove medical care facility. 

As to the aged themselves, we believe give the sick and senile sound 
health services and facilities, and those who are blessed with the 
ability of self-care and self-direction, give them decent and proper 
financial security to let them live as they would wish. 

We feel one of the most basic problems of the aged today is a matter 
of hard dollars and cents. Thank you, Senator. 

Senator McNamara. Thank you very much, Mr. Kettle. Did I 
understand from you that you pay a maximum of $90 a month for 
care in nursing homes? 

Mr. Kerrie. That is right. 

Senator McNamara. Are you able to place your people in nursing 
homes at this rate? Do you have any problems? Do we have sufiicient 
nursing homes? Are they willing to take them at this figure? What 
is your experience ? 


COST OF NURSING HOME CARE FOR OLD AGE ASSISTANCE RECIPIENTS 


Mr. Kerrier. Our experience is that we are more and more having to 
utilize local funds for the supplementation of this grant. It is ridie- 
ulous to assume you can buy good nursing care for $90 a month. It 
just isn’t in the cards. Our average cost is running $150 to $160 a 
month, which we must supplement from local funds. As a matter of 
fact, more and more local government is coming into this picture. 
This business of the F ederal : and State Governments being a partner- 
ship in old-age assistance is a myth, Senator. We want to keep this 
problem close to home. Local government is, in some instances, bear- 
ing a greater share of the expense than either of the other two levels 
of government. One-third of our entire county appropriation, and 40 
pe rcent of it last year, is going for welfare, we are not coming hat in 

hand to the Federal Government for more money but you are the only 
people to whom we can turn. We just don’t have the financial re- 
sources on a local level and I believe if we can keep this program closer 
to home we will have a better program. Another thing I would like 
to point out to you, Senator, I think it is time to abolish ‘categorical 
aid. Let us have one general assistance program. Why should a 
person who is 65 receive $63.30 a month old-age assistance, and I don’t 
say this is adequate, where the person who lives across the street who 
happens to be only 64 receives in this county because of our financial 
limitations an average of $58 a month, and in many counties nothing at 
all, or only half of that. We believe if we can more adequately take 
care of this group under one general standard it will prevent a lot of 
health problems we are finding i in later years, by giving a decent sub- 
sistence allowance in this program. 

Senator McNamara. I hope when you start equalizing you realize 
you can do it on a number of bases as well as this dollar basis; too 
many people in public life think the only way to equalize is reduce. 

Mr. Kerrie. I don’t believe so. We should increase. 
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Senator McNamara. Thanks very much. Your testimony is very 
helpful. 


(The prepared statement of Mr. Kettle follows :) 


PREPARED STATEMENT OF RUPERT KETTLE 


Honorable sirs, we wish to welcome you to this community and to express our 
appreciation of the privilege of appearing before you. 

Our observations will be confined to the area of responsibility with which we 
are charged—the provision of financial aid, medical care, and hospitalization to 
those of our aged who lack income and resources sufficient to maintain them- 
selves. 

You are today in a community which is home to 32,200 persons 65 years of age 
and over; they represent 9.2 percent of its total population. This is about 1 
percent higher than State and National levels. This percentage has risen from 
7.9 in 1940. Our aged group then numbered 19,838. The growth of this group, 
which will continue, cannot be disregarded in terms of the problems it presents. 

In Kent County there are 3,000 recipients of old-age assistance, the public 
assistance program based upon need as determined by the Michigan Social Wel- 
fare Act, the standards and policies of the Michigan Social Welfare Com- 
mission, and certain Federal requirements. It is administered through the public 
assistance titles of the Social Security Act and is financed through joint Federal- 
State funds although local moneys are increasingly becoming necessary to pro- 
vide more properly for the welfare of our aged. While no formal administrative 
relationship exists between local government and the Federal-State plan, local 
financial contributions to the needs of old-age assistance recipients have doubled 
in the past 2 years. 

These 3,000 aged represent a little less than 10 percent of our population over 
65 years of age. They number a little less than 1 percent of our total population. 
They exist on an average monthly old-age assistance grant of $63.50 or about 
$16 per week. Their average age is 76. 

Over the past 20 years the number of old-age assistance recipients in this 
county has declined with evidence that the rate of deceleration is slowing. 
Such factors as the steady rise in the incidence of chronic illness, the lengthening 
life span, the growing proportion of aged in our community, and the continued 
increase in the cost of living, in our opinion, are not only slowing this decline 
but eventually will turn our caseloads upward. 

Insofar as the relation of our aged to the need for public assistance is con- 
cerned our experience over the past 20 years gives us encouragement. 

In 1940, 29 percent of the persons over 65 years of age in this county were 
receiving old-age assistance. Today this number has reduced to 10 percent. 

Most heartening is the declining rate of application for old-age assistance. In 
1940, 121%4 percent of our aged found it necessary to apply for assistance. This 
has declined to 2 percent in 1958. 

In 1940 the average monthly grant was $18. Today it stands at $63.50. 

Several factors have influenced this trend. The foremost is the steady im- 
provement in the level of social security payments although 30 percent of our 
present caseload receives social security benefits which do not meet their basic 
needs. 

In spite of this improved picture, there is much left to be done. 

As long as 10 percent of our aged people must live within the shadows of the 
marginal existence of public welfare standards we cannot cease our concern 
and our determined efforts to improve their lot. 

We therefore wish to place before you our observations about the needs of 
those aged in our community who must rely on public aid and of our com- 
munity as they relate to these dependent aged. 

The level of assistance must be raised. The Michigan law places an $80 per 
month maximum upon old-age assistance grants, $90 if the recipient is hospital- 
ized or in a nursing home. Considering that an allowance of $40 per month for 
food, clothing, and incidentals is granted within the budgetary provisions of the 
old-age assistance program, this leaves another $40 to provide for shelter, fuel, 
utilities, and medical care. No one can sincerely find such provisions adequate. 
Thirty percent of our recipients have known needs beyond this maximum 
allowance. 
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Our department through the use of local funds supplements many of these 
old-age assistance grants in order to assure a decent plateau of living for these 
elderly. 

We believe that this necessary supplementation imposes undue burdens upon 
local government whose finances are limited. We believe that if Federal and 
State Governments are to continue their acceptance of responsibility for the 
welfare of our needy aged they should do so adequately or find alternatives. 

As mentioned earlier, local contributions to the needs of old-age assistance 
recipients have doubled in the past 2 years and are rising. As an example, in 
an area of need which is steadily growing and in an area wherein are found 
20 percent of our old-age assistance recipients—care in nursing homes and 
institutions, this is how the financial burden is shared: 


(a) Ina convalescent home requiring $150 per month for care: 


Amount Percent 
Fe ler il a - $37 70 95 
State__ ' 52. 30 35 
Local. - a : ad z , 60. 00 40 
(0) Ina nursing home requiring $200 per month for care: 
Amount Percent 
Federal___. pe uimediasiccans acme steers ? ne $37. 70 19 
State __ she ee ee SRR et satndnwale 52. 30 %* 
Local be kuiad Atha ts bb bee ee wedi mi dhiddien tis Wadeery £ 110. 00 55 


The common assumption that old-age assistance is a shared Federal-State 
responsibility melts into a myth in the presence of these ratios. 

Local government, while not neglectful of the needs of its people, is cireum- 
scribed with respect to its tax base. We operate under a 15 mill limitation from 
which must come the financial resources to operate our schools and county 
governments. In this county the budget for the welfare program, excluding the 
State-Federal program, takes one-third of the total appropriation for all county 
functions. 

For 1960 this county has been allocated about 4.9 mills for its overall opera- 
tion including welfare. It is impossible to consider effectively increased local 
eontributions. Local government, as much as it would desire, cannot go much 
beyond its present participation in the financial needs of the old-age assistance 
program. 

One of the primary responsibilities of our welfare department is unemploy- 
ment relief. In periods of high unemployment, within the limited financial re 
sources available to us, we must meet the needs of the unemployed in a ratio 
inversely affecting our ability to aid the aged. The more money needed for 
unemployment relief, the less there is for our aged. Hence in times of economic 
recession many of the needy aged are adversely affected in terms of the supple- 
mental aid they need. 

It is therefore our hope that your committee, recognizing that local govern- 
ment is now carrying all that it can, will give early and favorable consideration 
to increased Federal participation in old-age assistance. If that increase is not 
forthcoming, Some means must be found to leave more tax resources in the local 
community so that it can assume its obligations to its elderly. 

Furthermore, in addition to the need for review of the financial aspects of 
Federal-State-local responsibilities in meeting human needs, consideration should 
be given to the organizational and administrative relationships of these levels 
of government. Local government, closest of all levels of government to the 
day to day needs of the dependent aged, has no voice in establishing policy or 
administrative procedures in the old-age assistance program yet it is increas- 
ingly called upon to aid in the financing of this program. We believe that welfare 
program is administered best which is administered locally. With sound and 
equitable standards of eligibility, trained and adequate personnel, local govern- 
ment can do the job within a cooperative framework of standards established 
by all three levels of government. 
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It is our conclusion that the time has come to abolish categorical assistance 
ie., old-age assistance, aid to dependent children, aid to the blind, and aid to 
disabled, with their replacement by one general assistance program bringing in 
the local government as a partner. There is valid reason for this. In this county 
15 percent of our direct relief load consists of persons between the ages of 60 
and 65. <A still larger proportion is in the 50-60 year bracket. While we try 
to make no distinctions we do not have sufficient local funds to maintain these 
people on the same assistance level as in old-age assistance. These people re- 
ceive an average monthly grant of $58 compared with $63.50 in old-age assist- 
ance. In some counties in Michigan, this local welfare grant is as much as 50 
percent less than in old-age assistance and supplementation of old-age assistance 
grants is unheard of. 

Why should a 64-year-old needy citizen, simply because he has not attained 
that magic year of 65, exist at a lower level of -ubsistence than his neighbor 
who is 65? We are certain that improved subs'stence for this group would 
minimize or even eliminate many of the costly health problems which create 
added public burdens as these people move into the years beyond 65. 

We believe that the present federally imposed policy of unrestricted payments 
harms rather than helps the aged. If we could make direct payments in behalf 
of old-age assistance recipients their welfare in many instances, particularly in 
health matters, would be enhanced. This could be achieved through a general 
assistance program embracing the parnership of all three levels of government. 

Along with the provision of financial aid for our aged, we are greatly con- 
cerned with the maintenance of their health. These people are stricken with 
long-term illness at a time when they are least able financially to cope with it. 
Almost all of the 30 percent of our old-age assistance recipients who receive 
social security payments require supplementation from public assistance funds 
because in the face of illness, their social security grants have become inade- 
quate. Twenty percent of our recipients reside in nursing homes and institu- 
tions and a large number of these must be supplemented with local funds be- 
cause the $90 old-age assistance maximum allowance cannot buy the care they 
need. It is an increasing necessity for the department of social welfare to pro- 
vide home and office medical care and to provide medications and drugs from 
local funds because old-age assistance grants are not adequate. 

The need for providing general hospitalization for our aged is climbing 
steadily. Forty percent of our welfare hospitalizations come from the old-age 
assistance group. One out of every five old-age assistance recipients has been 
hospitalized since January 1 of this year; three-tenths of 1 percent of persons 
under 65 in this community have been hospitalized at public expense since 
January 1. In the same period 1.5 percent of the over 65 population were hos- 
pitalized at public expense. 

In July of 1957 we began to receive Federal-State aid toward the cost of 
hospitalization of old-age assistance recipients in the amount of 75 percent of 
total cost. Comparison shows the effect of this. In 1957 the department pro- 
vided 15,878 days hospital care. The average cost was $317.60. The averag 
monthly caseload was 119, the average days stay, 11. 

In 1958 we provided 29,239 days care. The average monthly caseload rose to 
157. The average cost $384.33 and the average days stay lengthened to 15. 

National averages show that the days stay in hospital among the aged is 
double that of the general population. Our local experience is identical. 

More and more we must finance nursing home and hospital care by supple- 
mentation with local funds. All of us are aware that the need for this type of 
care will certainly rise in the coming years. 

In addition to meeting these health needs, the department of social welfare, 
with local funds, is providing outpatient and pharmaceutical services to the 
aged. It provides home bedside care through purchase of service from a private 
agency. Because of lack of funds it has no homemaker service despite its 
acknowledged need. 

In our health program we have had the generous cooperation and understand- 
ing of our local medical and dental societies and of.the private health agencies. 

More funds must be made available if the health of our aged is to be protected. 
Locally we have the administrative structure to administer expanded welfare- 
health progranis. Perhaps it is now permissible, but if it is not, we believe that 
Federal grants now provided for the administrative expense involved in old-age 
assistance should be broadened to include health services and related personnel 
needed by public welfare departments. 
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In one area of need we have made progress. We have driven the poorhouse 
out of this county and replaced it with a medical care facility dedicated to good 
physical, medical, and restorative care and treatment for our aged. We have 
in it 232 beds; we could use 500. We do not have these needed beds because we 
havenomoney. We recommend direct Federal aid to local governments to permit 
them to construct and expand these facilities. 

We refer to Maple Grove Medical Care Facility which ministers to the needs 
of our aged sick, senile, and chronically ill. We are delighted to learn that you 
will visit this facility to see firsthand its operation. 

We believe we have found an answer to many problems of care for the aged 
in this young and growing program. The medical care facility is unique to 
Michivan. Wecommend its study to your committee as beneficial to other States 
as well as ours. 

In closing, we repeat our belief that the basic problem of the aged is a matter 
of hard dollars and cents. We must bring assistance grants up to a level com- 
patible with decency and health and provide expanded medical care. 

It is our belief the local government should be brought in as a partner in public 
assistance through the elimination of the categories, replaced by one general 
assistance program shared by all three levels of government. 

We do not ask added financial aid lightly. We know the tax burden on our 
citizens and we have done our best through sound, efficient administration to 
lighten this burden as much as possible. 

We are not seeking to pass on responsibilities which are ours. Certainly the 
proper care of its aged is morally one of the chief concerns of the local com- 
munity. The provision of this proper care has become so great a problem that it 
is beyond the financial ability of the local community. We are otherwise capable 
of meeting and handling the problem. 

As to the aged themselves, give the sick and senile sound health services and 
facilities; for those still blessed with the ability of self-care and self-direction, 
give them decent and proper financial security to let them live as they would 
wish. 

As our statistics show, because of lack of proper finances, we are operating 
at about 70 percent to 80 percent effectiveness in the care of our needy aged. We 
cannot work at anything less than 100 percent effectiveness if we are to merit the 
trust and respect of our aged citizens who, in their time, have done so much to 
pass on to us a Nation which is the strength and best hope of freedom-loving men 
throughout the world today. 

Thank you. 


Senator McNamara. Now we come to an interesting point in our 
hearings. Now we want to hear from people in the categories that we 
have been discussing here, so-called, aged and aging. We have a 
microphone here on the right aisle, that is, your right aisle, and we 
would be glad to have anybody who wants to come here and express 
themselves, to do so now. One of the complaints we get is everybody 
is speaking for these people except the people themselves and it is in 
the American tradition that the public have a right to petition their 
Government, and to that end we are following this procedure. 

Let’s see. Yes, there is a gentleman at the “mike.” You go right 
ahead, sir. 

Frank Craps. I am a retired engineer, mechanical engineer, and 
also an ordained minister and I can speak for my church, the Church of 
God, and I come with a group from the city of Kalamazoo, Mich. I 
have been listening quite carefully to all of these things. It reminds 
me of an introduction I once received. It was so fine and so complex 
that I wanted to meet the man they were talking about, and that’s the 
way about these elderly people. I never realized they had so many 
complex situations. I think there is a simpler side to the situation too. 

Fifteen months ago in the city of Kalamazoo, the former mayor, 
Glenn Allen, was the chairman of a unique group. We invited to a 
restaurant there, all of the various welfare agencies, church, groups, 
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to come and tell us what they were doing for the aged people. At 
this meeting we learned some very startling things. “First of all, the 
social w elfare group brought to our attention they were bringing i in 
between $5 and $6 million into the Kalamazoo area, that is the city ‘and 
the county. The various church groups, the various organizations 
told how many they were taking care of. I came there at invitation 
and kept the statistical record on these things, and this is the interest- 
ing facts that I would like to present to you now, to this complex side. 

All of the things that is being planned and done for the aged people 
in the city of Kalamazoo, only 6,000 of the over 12,000 people are 
receiving this kind of help. That must mean there is at least half of 
the elderly people who are able to do something for themselves. They 
are either marvelous economists of their own, that can manage on a 
very meager budget, and I know some of them do, because they are 
afraid to make application for various things because of what it might 
mean to them in the loss of home or other things of that kind. 

Now I believe that the problem basically concerning you, Mr. Sen- 
ator, who we are very happy with and what you are doing. We think 
it is wonderful and we are delighted and we want to praise you for it 
but. we believe, first of all, in these United States there is going to have 
to be a basic law that takes everybody into consideration, not just a 
few people who can qualify in one way or another. Irrespective of 
their age, race, religion or even their politics, we believe there has to be 
a basic law that takes them all in. Now we believe that law ought to 
have a little simplicity to it, at most, so that most people can under- 
stand. For instance, we have heard them talk about inflation and the 
good doctor was giving“us some very interesting facts. Well, the 
biggest inflation we have got in the country is inflation of people, but 
this interesting fact, I believe we could utilize our senior citizens to 
help solve their own problem if they had an opportunity. 

Senator Mc - Amara. With just a little help. 

Mr. Crasp. I don’t believe they are all senile. As a matter of fact 
we have to use a lot of those people in our church programs, and it is 
amazing how well they do on such a little. 

Now the other thing is this, this inflationary thing is nothing more 
than the unions have brought to the public the escalator clause. You 
know what I mean by that. That solves the situation. If we are 
going to have inflation, we certainly can’t stop it, and those, some 
of those in power, you see, don’t want to, so we will have to go along 
with it but we have to have a basic program that deals with that factor. 

Senator McNamara. So we can keep up with the thing. 

Mr. Crass. That’s right. I believe we ought to have and T be- 
lieve it would be beneficial to you, with what you are faced with, 
because some of them are going to try to crue ify you for what you 
are doing. I know that. That’s the only way we ever got a Saviour 
anyway—we want the people—one man said’ something a while ago 
that I thought was tremendous, this man from the insurance group 
over here. 

The public doesn’t know, doesn’t want to know, or for some reason 
a newspapers aren’t giving us equal time and I am complaining 
about it. 


Senator McNamara. You are getting equal time now. Go right 
ahead. 
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Mr. Crass. That’s right. I thank you for it. If we deal in things 
that are specific, they say, well, it is a general problem. Let me give 
you a few of these beautiful statistics that we've given this afternoon. 
The average income for the employed in the State of Michigan, ac- 
cording to the Kalamazoo Gazette, is around $1,500 to $1,800. Isn’t 
that beautiful? You take your income, Senator, and mine, and we 
could get along fine, if I got half of it. 

Senator McNamara. I could get along too. 

Mr. Crass. If you got half of it, yes. That's wonderful. I think 
that’s grand, but the facts are and you can ascertain this in any public 
library in the State of Michigan, which has its increased population 
and we have got the indigent, and we have got the old folks and lots 
of them, there were 900,000—listen, 900,000 last year that didn’t have 
a dime income, not a dime. Talk about your averages. It don’t mean 
a thing. Now let’s solve this thing that they were talking about. 

You “get up here and it sounds very beautiful. What is the aver age 
pension? $72. All right, if everybody was getting $72 it would be 
wonderful. What’s the minimum? I haven’t heard it mentioned. 

Senator McNamara. They mentioned something in the $20’s 

Mr. Crass. I think I can show you two or three that. are getting 
$8 a month. I don’t know if you would call that a minimum or not, 
but it seems an awful little, but what I am getting at isthis. This good 
man said—two men said it, in fact—that even $72 wasn’t adequate. 
Well, what is the use of drawing anything if we don’t start out with 
2% minimum adequacy. That’s one of the fundamental principles of 
this basic bill that we are talking about. At least that’s what I am 
thinking about. That’s true, but we will never solve this situation 
by doing it for them. We have got to help them do it themselves. 

I want to say this. I feel you are well aware of the fact by now. I 
am a Townsendite. I don’t know if that means anything to some of 
you folks or not. 

Senator McNamara. We have testimony from your national people 
on the record. 

Mr. Crass. I want to say some of the principles we stood for, they 
believe it fundamental and it comes back to this thought, I would like 
to suggest to you—I want to summarize it and I’m all through—and it 
is this, when we asked these people categorically in the city of Kala- 
mazoo, they had no program for 50 percent of the people. I asked the 
social welfare. He said more than half the people who come to us 

cannot qualify and we have to turn them away. They are still human 
beings. They stil! have hearts and they still have need and some- 
thing has got to be done for them. 

I can take you if you want to, I will take you in the city of Kala- 
mazoo, and I will show you 50 people. They own their own home but 
they have been carefully told that it would cost them one way or 
another that home. I know they say in the State of Michigan “You 
don’t have to sign over your property,” but that’s a fallacy. That’s 
a fallacy. I sat as minister in one of my parishioner’s homes and I 
heard the commissioner of the county say to him “We will give you 
this assistance if you will agree that when y you sell your farm or your 
home that we may recover this money. Nom. what’s the difference? 
What’s the difference? The man has hadastroke. He cannot—maybe 
he will never be normal again and eventually he is going to have to 
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sell, liquidate that home, and if they can claim that, what will he get 
out of it? Hasn’t he signed over his home? I say the equivalent is 
the same difference. That’s not a complaint. I just want to show 
you. Thanks for your kindness. 

Senator McNamara. Thank you. This business of a means test 
is important to a great many people and there are some States that 
are more liberal in their means test, and I am sure that is an important 
phase of this problem. 

Now we will be glad to hear from someone else. This lady right 
here. 

Miss Cupnry. Senator McNamara, this is Miss Cudney. I wonder 
if there has been any project, or anyone interested in building a build- 
ing, an apartment or whatnot, for the people who are on pensions 
in the lower income brackets and their rent. ac cordingly and a center 
or recreation room, or perhaps a room where they can at least get one 
meal a day? Has there been anything suggested along that line? 

Senator McNamara. Yes, our record is “quite complete with many 
suggestions and many areas where such programs are in operation. 
Most of them are undertaken by private, nonprofit organizations. 

Miss Cupney. Would they be supervised by the city, or anything? 

Senator McNamara They have to meet certain regulations as to fire 
hazards, sanitation, and so forth. Right outside the city of Detroit we 
have what is known as Presbyterian Village that does all of these 
things you are talking about. While I am reminded of it, I want to 
say to you that they take care of about 120 people at this point. They 
don’t take care of them; they just furnish good housing for them. 
But in connection with their plans, they put in a six-bed facility and 
it is sort of an infirmary and they have never had more than two beds 
occupied and the place has been operating now for about 2 years. It 
shows you how people will respond if they have decent housing, and 
something to occupy their minds, and that is just what you are talk- 
ing about. 

Miss Cupney. Thank you. 

Senator McNamara. Very nice to have you here, and thank you. 
We are glad to have this gentleman over here. Will you state your 
name please, just for the record. 

Mr. Witu1ams. I am John T. Williams. I will go a different way. 
[ want to tell you in advance that I am 82 years old and I never had a 
day’s schooling. I have to swallow about half of what I say but I do 
want to extend my thanks to the Senator, the mayor and other repre- 
sentatives for this privilege of having a few words to say. Now I am 
on social security. I get a small amount and I get some old age. I get 
$23 a month. Now I want to say I am able to work. I have never 
been sick in my life until 2 months ago I had a little upset, but I went 
to work before I sent in that 3 months’ form and I paid that, so the 
welfare wouldn’t have to pay my doctor’s bill. I paid that. 

Now why the older man that’s able to work can’t get a job at the 
factories? If he is able to work, if he is active he can get a job and 
pay some of his own expense. I get $23 a month. All right, if I have 
a part-time job maybe I can make 50 or 60, and you know i it’s people, 
I venture to say, I believe there is 15—I am not edue: 
of the people is working but a man gets so low after he is 65 or 70 
years old, to make enough to buy something to eat, I think that’s 
pretty low. 
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Now, a man will go to work and he won’t report to the welfare. He 
will work a long time and when they do rated him, they swear out a 
warrant for him, and then the police will look him up, and it is $15 
roughly for a warrant. The county has got to pay that, I guess. The 
State has got to pay that. If they catch a man w orking—for instance, 
social security, you can’t get a job unless they have that social security 
card. 

Well, now, Iam on the welfare. I have a number. I have a case 
number. If I go to the factories or any place for employment, let 
them say if you are able to work, show me your card from the welfare, 
you know? They can send that number in and maybe they wouldn't 
have to run their legs off. 

I will make this short. I drawed once $1.90 over on a certain—on 
social security. I caught it right away and I went to the office and 
told them I slipped $1. 90. “Sorry,’ “he said, “we don’t recommend that 
anybody work over, but by you being honest we are going to let you 
go this time because” he s said “it will cost the Government money and 
1 won't have to run my legs off to catch you.’ 

Now, one more little” point and then I am through. You have 
papers up there for the last 6 years except 2. I worked out of the 
sheriff’s office. I am experienced in police work. Why couldn’t us 
older men that’s able to work, be put on patrol duty at the school. 
Put a number on him and put him in his respective district. I would 
work for a dollar a day. The way it is now I can only work for 50 
cents. Give me a dollar a day and I will stand out there and see that 
those kids—put me in my—you see what I mean—put me in my 
district where I can walk and there is no transportation and I will 
work for a dollar a day. I will pick up leaves in the park. I will 
cut grass fora dollara day. I will do that. You know the moment 
my name was called, in conclusion, there was a feeling came over me 
that everyone present was more qualified to have something to say than 
I. As Isay, I never had no schooling but if I had five nickels I would 
put one in the piano and I would have some music. 

Senator McNamara, Thank you very much, Mr. Williams. Here 
is another gentleman. We will be glad to hear from you, sir. 

Mr. Epwin Ranpauu. Three or four weeks ago when I heard Hon. 
Senator McNamara was going to be in our beautiful city I started to 
find a load I could bring down here this morning. I offered to get a 

‘ab and if I had to, to get two cabs, and if that wasn’t enough I would 
get three cabs and you know this morning I started to find out how 
many cabs I would have to get. I hoped it was five and I went to the 
first party and this man had had a cut of $16 from his $80 a month 
old-age assistance and he said he didn’t dare come down here for fear 
he would get another cut. America the land of the free and you don’t 
dare come and say for himself. I fought for this country. I don’t 
ask no aid from the welfare assistance. I don’t ask no aid from any- 
body. I get my—I get my old-age assistance from the U.S. Govern- 
ment and it is a lot better than a lot of them get but I will tell you 
right now I went to the other fellow to see if he ‘dare come. “No, sir,” 
he said “I ain’t going down there and have old Kettle cut me” with all 
of the pardon to Mr. Kettle. I say this in the presence of Mr. Kettle 
and it isso. He said “I ain’t going down there and say anything to 
them people and have old man Kettle cut me again.” 
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That just goes to show you in the land of the free and the brave— 
sometimes I think it is the land of the fools and the home of the 
saved. I done 6 years in the U.S. Army myself and I don’t need 
no help ois Mr. Kettle or any other organization. I draw my social 
security which I paid for, and paid dearly, too. 

So as long as we have a welfare organization and the old-age assist- 
ance people are afraid of it, it is about time we changed the old-age 
assistance people. While Iam on my feet, if somebody don’t knock me 
down 

Senator McNamara. Nobody will do that. 

Mr. Ranpauu. I want to stress this Townsend plan. This man, Mr. 
Crabb, said he was a Townsendite, and he is one of my dear friends if 
he is, I will tell you that. I have been a Townsendite since 1928, and 
I fought for the old folks and it is not pleasant tome. I get my social 
security but Hon. Senator McNamara when you go back ‘to Washing- 
ton, if you will look up H.R. 4000 and H.R. "4100 you will find it the 
most enlightened bill on old-age assistance of anything they can get, 
and when the people get that they won’t need no study. They will 
study themselves and learn how to get more probably. 

Well, I guess that’s about all. I see the people looking kind of 
angry here. 

Senator McNamara. Thank you very much. Now we have a lady 
at the mike here. 

Mrs. Davin. I am Mrs. Evelyn David and I am past director of the 
Golden Age Club and now I am working with Townsend Club No. 9, 
and also AFL- CIO counselor who is wor rking with the aged. I would 
also like to say in regard to this gentleman, that maybe his people and 
his friends have been afraid to stand up for their rights. 

I sincerely believe the people I am working with are fighting for 
their rights and, Senator McNamara, I would like to present. you 
with a budget I received from the social aid with regard to an elderly 
lady. In the court the other day Mrs. Briggs was informed that she 
had been—this was in the probate court, as I understand—a budget 
had been set up for her which amounted to $107.07 and yet she only 
was receiving a grant from the State of $80, and with tears running 
down her face she came to me and said that even you, Evelyn, couldn’t 
meet this budget. Why? I went down to the social bureau to get 
what her budget was and sure enough the budget that they had set. up 
for her, as I said, the total came to $88.51 before her medical bills and 
her medical bills run for the last month, they were $18.56 and her 
State grant, as I told you, Senator McNamara, was $80 but out of 
that $80 she had to have $20 for her medical care so that leaves her a 
deficit of $27.07 a month. 

So I would like to say at this time: Is there anyone in this room who 
can set up a budget of $107 and then be told that you had to pay that 
budget with that $80? I agree sincerely with her no one can do it, 
Senator McNamara, not even you. 

Senator McNamara. Thank you. Will you make that part of the 
record at this point? 

Un mwentTiriep Speaker. I do not wish to mention my name, if it is 
permissible. 

Senator McNamara. That is quite all right. 
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Uniwentiriep Speaker. First of all we have heard a lot about 
money, security, and the word Christ has been mentioned in here, 
We had a minister in here. I will say this, printed on our money, 
stamped on our coin, we have faith in God. At this moment I am 
not a religious fanatic but I do believe, I think sincerely God has lost 
faith in us. I am not here to give a sermon. I came from the old 
country 40 years ago. I shoveled coal down in a dirty steamer to get 
here for the love of this country. I passed by the Statue of Liberty. 
I saw the inscription thereon. Today we are just about ready to 
sell it for scrap iron. It’s the truth. ‘It is harsh words but it is the 
truth. Where is our liberty? Where is consideration for our poor 
and for our aged? Wecan talk politics. Wecan talk religion. We 
can do anything we want, just talk about it but the main thing is do 
something about it. 

I worked my way up in a large organization here in this town. 
I came to this town for Christmas reasons and it is still Christmas. 
I want to tell you it isa sad Christmas. It is a very, very sad Christ- 
mas. My brothers, sisters, everybody in this country here in their 
eighties. One of them is still living today. I just come from the 
hospital where she lay tied by her hands and her feet. Why? Just 
mental agony over the loss of her property, her money, her income. 
She was too proud to ask for it and we had people here today the 
same way that are afraid to speak up. Why? If you tell the truth 
you have nothing to fear and I dose. I worked for an organization 
for 20 years. I worked with my hands. Learned my profession in 
the old country and I learned it good, see. I was taught to say my 
prayer by the table, “Give me this day my daily bread.” Today you 
hear them talk about we should have a law like the minister said here. 
We don’t have to have a law for it. We have it. It is written in our 
American principles in the 4th or 5th or 14th amendment which says 
not just one but three amendments to the Constitution, the 4th, the 
5th and the 14th, the laws against illegal search and seizure or loss of 
life, liberty, or property without due process of law. 

Your Honor, you are in a place where they make the law. God 
help you to bring in a law that will protect the old and the needy, 
the sick and whoever is in need of protection. As I said, I worked 20 
vears for an organization here. I worked my way almost to the top. 
There was no complaint. No complaint of my abilities to work. 
There was no complaint against my ability to handle men. I handled 
them humanely. Two of them spoke here today. They worked for 
me—they started to work for me. For 20 years I was a supervisor 
over one of the largest organizations in this country here, and they say 
they don’t make any profits in the State of Michigan, these companies 
say. 

What about the big profits? GM makes hundreds of thousands of 
dollars of profits here in the State of Michigan. They don’t have 
to leave Michigan, do they ? 

Senator McNamara. They are not threatening to, I don’t think. 

UNIDENTIFIED SPEAKER. We have since 1950 men, folks, 45, 50 years 
of age gradually being shoved in the background. For what excuse ? 
For what excuse? Men with experience in the prime of their life. 
They know what they are doing. They have an obligation to their 


community, to their job and to their fellow man but they are shoved 
out gradually. 
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The day I was 60 years old I was called in the office. I stood in 
front of a poor man. I call him poor—I have no hatred against him. 
It was his job, his work, and his word was to me “We have decided 
to retire you.” I asked him for the reason why. “For your own 
good.” You tell me what good there was in that, Senator. How 
would you like to be a Senator on the floor, excuse me, no accusation 
but stand in the U.S. Senate and somebody come and say to you, 

“The next day, tomorrow, you carry the wastepaper basket out of 
here.” It is not accusation but it is the fact, the life that it is today, 
and those are the things we have got to overcome. 

The reason why I got up, I can tell you that frankly, for the 20 years 
I operated I never had a grievance filed against me by any man that 
worked for me, because I treated him with humanity and with fair 
understanding, and if he needed a word of advice ‘right from the 
bottom of my heart, I gave it to him, and some of them reached the 
top, even went beyond me. Those men they are fighting on. They 
are fighting on for the same principles. I know it in my heart and 
therefore we need men like you, Senator Kennedy, or the like that 
will speak up for those people. 

Those people in here, you can see the fear in their eyes right now. 
You look at them. You can see it. I have seen it. I am 65 years 
of age next month. What is going to happen to me? I know my 
job. I can do it. If I go out I am refused a job other places. I 
found out myself when I was 60. I went from door to door asking 
for a job. “Come back tomorrow.” When I applied for my unem- 
ployment insurance, $3 a week. Three dollars a week. They in- 
creased it to $10 a week and I wouldn't take it. I went out and found 
me a job down in Ohio. I broke down with agony because I haven’t 
found that little question “You can’t get it through your own head 
but it is good for you to retire at 60.” I don’t know if anybody has 
the solution for it. I don’t think a single person has but a corporation 
has because they want a young man in to push the other one. That’s 
what they want. Push him out. They have no use for him. He 
can’t produce any more where he is at. We produce and we produce 
but there is no money to buy it. There is no money to buy for what 
we produce, and that can be made possible for a man when he reaches 
the age of 60 or 65 that he will be able to carry on as he had before. 

You talk about insurance and the Blue Cross and so on. I want 
to pay $6 a month for my insurance. Once I paid $6. Today I pay 

$30 to provide for myself for sickness, so I don’t have to be a burden 
to the community. Two years from now my savings are gone, I have 
to go and sell my property. I am going to doit. I am going to stick 
it today but 8 months from now I have got to face this large corpora- 
tion because I get $103 in pension a month and believe it or not they 
are going to take half of it away when I am going to be 65. You 
know it was stated that I retired on a voluntary basis, mutual, a 
mutual understanding. There was no mutual understanding. I told 
them right out “You are throwing me out of my job on account of 
physical disability,” and that’s all the excuse they have. Whether it’s 
physical, your mind, your body or whatever it is, you are no good 
after that age. You stated here this morning in your own words, 
Mr. Senator, you are cast out of society and you are waiting for the 
end. Senator, what do we have when we reach that age? I have pity 
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for most people and that’s not what we need. We don’t need pity, 
we need pride. According to our Constitution, we have a constitu- 
tional right. We need men to fight for us for freedom and for the 
rights to exist and by that I wish to read the last word in here. Look 
at him when he is 65. He is lucky to reach the age of 70. Look at 
him. What does he look like? Take a look at him. What does he 
look like? He is sick in mind, in body or he is destitute. 

Would you take care of those little problems, Senator? Just one 
point now that I mentioned in that Constitution before, the 15th and 
the 14th amendments, and you have the fact right there, and it can 
be done and should be done for our golden age. 

Senator McNamara. Thank you very much. I am sure your tes- 
timony supports many > things that we have and there should be no 
discrimination because of age. 

Now, you go right ahead, madam. 

UNIDENTIFIED SPEAKER (lady). Thank you, thank you so much, 
Senator, and if it is all right I would just as soon delete my name also 

Senator McNamara. You may do as you please. 

Unwentiriep Speaker. All of the local people here know me any- 
way and I don’t want this special attention. I have listened here with 
quite a lot of interest because of my past experience in public health 
work, many years of experience, and I think it is a little complicated. 
It seems to me it doesn’t leave places for people to infringe on this, 
people who perhaps do not deserve these benefits but who could use 
them and I looked carefully in here from beginning to end and I 
didn’t see anything in here at all about what the total cost of this 
would be in dollars and cents. Now that’s important. What will this 
cost us taxpayers? We taxpayers think of that too. What is the 
round figure that we can put down for this? 

Senator McNamara. i don’t think we have anything in our records 
that answers that question and I wouldn't haz: ird a guess. But the 
implication is that society, our society with its great productive facil- 
ities, cannot afford to take care of older people ‘and provide insurance 
forthem. This Iam not willing to accept. 

UNIDENTIFIED SPEAKER. Senator, now we have talked a lot today, 
we have talked about this spiral in wage and business, that the in- 
flation is upon us, as you know, and that is caused by wages and busi- 
nesses. The spiral goes on, and then we also have the other inflation 
that is pushed upon us by Government, call it big Government. You 
represent part of that and so I am talking right to you. We have the 
spiral of inflation in Government which of course brings taxes and 
more taxes and more taxes. Now our last speaker spoke a great deal 
and feelingly a the Statue of Liberty and our great country but 
we all know, we all know that the past countries that have gone under, 
the Latin ache ies, Greece, ancient Rome, and even England now is 
sunk in taxes, so we do have to think something about that, Senator, 
too. We have to think something about that too. I worked many 
years with the medical profession, many years, really as a public 
health nurse and I have never yet went to a doctor and told him this 
elderly couple or this child needed medical attention or surgical atten- 
tion or even dentistry but what they did it either free, absolutely free 
or at a very minimum cost. Never did they fail to do that and that is 
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important because it puts them down on the level of responsibility 
to their community. 

Now somebody said something this morning about these people 
would love to take care of themselves. They would like to with per- 
haps just a little help. Don’t we need to think something about the 
help that we get from our families and our children ? It is a matter 
of education to teach them to be respectful and merciful toward our 
older folks just as we were trained in our early days. That’s one 
thing that may help, and then there is a lot of education that can be 
done by just hard work and that good old-fashioned thing of saving 
a little bit from every dollar we ever earned. Did you ever think 
about that? Just saving a little bit so when we do get old we won't 
have to think about holding out the tin cup or asking anybody, not 
even you, Senator McNamara, to hold out a bigger and bigger tin cup 
every year to help us along. We will be so proud to fill our own cup 
and take care of ourselves as we grow older. I am still pleading for 
a little bit of old fashionedness in our lives. Thank you so much. 

Senator McNamara. Thanks very much. The lady mentions fam- 
ily responsibility. We don’t find from the testimony that has been 
presented to us that there is any great loss of effort on the part. of 
people to take care of their own. “There is a great deal of inability 
for people to take care of their own. 

A man with seven children, and that is not unusual in this day and 
age, will have to deny his own children to take care of his father or 
mother, or father-in-law or mother-in-law. Maybe society should 
carry more of the burden rather than to deny these children the things 
they properly have coming to them. Sometimes we overlook this 
phase of it. 

Go right ahead, sir. 

Un wentiriep Speaker. Senator, my problem is insurance, mostly. 
Now you are under the Blue Cross : and that is well and good but there 
is a lot of people, there is a lot of people that don’t come under—I 
mean under the group policy—and I am one of them but I still have the 
Blue Cross and Blue Shield now. Now I pay every 2 months on that 
and it comes to $35.50, and I get $108 social security, so you see I don’t 
have much left. 

Senator McNamara. No, you don’t. 

UNIDENTIFIED SPEAKER. About a year ago my wife had an opera- 
tion. Twenty-six days she was in the hospital and, of course, the Blue 
Cross paid over $800 already and I have the Blue Shield but that 
wouldn’t go m effect until May 1 and she had the operation on the 
l4th of April so I had to pay about $500 extra, so you see there is— 
I am not saying anything against the group plan. I don’t mean to say 
that but there is a considerable lot. of people that hasn’t got the group 
insurance and it is pretty stiff when you have to pay outside the group 
plan. 

Senator McNamara. You can see from our records we are con- 
cerned with that and hope to be able to do something about it. Thank 
you, sir. It was very nice to have you testify. 

Mr. Manx. My name is Ralph Mank. I was for 20 years general 
chairman of the Brotherhood of Railway Firemen of America. I 
know a great deal about the problems that confront my fellowman. 
Now just a moment ago we heard a little political speech, so I am 
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asking for equal time, Senator. If you believe the question is out of 
order, of course, I need not tell you that you need not answer it. Now 
in your a a ienc e in going to various pi arts of the country with these 
conferences, Senator, has it been your experience that you find the 
same economic and professional group that opposed the original social 
security are also opposing amendments such as the Forand ‘Act? Has 
that been your experience / 

Senator McNamara. We find them actually coming along a little 
bit. That is about as far as I can go, but we had testimony today from 
some of these people you are talking about and they do show a great 
deal of enlightened thinking as compared to what they did prev iously, 
They have already cooperated some with us, and I think we can con- 
—_ to solicit their help and to some degree we are going to get it, not 

the degree that you and I think would be adequate but nevertheless to 
some extent, at least. 

Mr. Manx. Just one more brief question. In your opinion do you 
believe there is one Member in Congress today of either House, the 
Senate or House of Representatives that would get up and cast one 
vote against the social security setup ? 

Senator McNamara. No, I don’t. 

Mr. Manx. Thank you, Senator. 

Senator McNamara. Thank you, sir. 

Mr. Fenner. I am Starr Fenner, from Kalamazoo. I would just 
as soon tell you who Iam. _ I have been a Townsendite ever since it 
started, ever since 1934 and I am going to be just as long as I can 
move. What I want to find out is this. I have heard all kind of 
stories today on what they want to do, and so it puts me in mind of a 
woman that figures out everything she wants to put in a big cake and 
then she goes to the cupboard and the darn thing is bare, and she has 
no money to buy the stuffing with, so the cake goes “flukey.” This 
Government is in the same condition as of today. We want a lot of 
this stuff done that they have talked about but there hasn’t a one of 
them here today yet mentioned about getting the money to do it with. 

Now our Townsend plan, as two members mentioned here today, 
H.R. 4000 and H.R. 4100, if that had been in effect for the last 5 years 
we could have paid every man and woman, married or single or anyone 
incapacitated for work, including the blind or a widow with children 
under 18 years of age would have received at least $135 a month. 
That means $270 for a couple. 

Now if you could give them that, there is no reason why they can’t 
buy what they want, go where they want to go or do what they want to 
do. Now if we could change our tax system, and how I would like to 
be over there with you in Congress and “pop off” just once. If we 
could change our tax system to a 2-percent gross income—there is no 
reason on God’s earth for a man or woman drawing a million dollars 
a month and I could tell you some of them. 

Senator McNamara. Not too many. 

Mr. Fenner. They could pay 2 cents on a dollar into the fund just 
as well as I could pay 2 cents on a dollar if I didn’t earn over $50 or 
$60. Now, then let’s be honest with ourselves. Let every man or 
woman married or single pay on every dollar they take in, whether 
rent on a building, rent on a house or whatever it is. Every 30 days 
they have to pay so much on a dollar, and if it brings in too much 
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money they don’t know what to do with it, they could cut it down to a 
cent ad a half and if it doesn’t go far enough they could raise it a 
little better. What would it amount to? I can remember a man in 
Kalamazoo, the banker, head of Consumer’s Power Co. made the 
remark to my other wife who was alive at that time—he said we would 
be glad to pay 5 cents on the dollar and then we would get rid of all of 
this running around here asking us for charity for this and charity for 
that and everything else. There would be money enough to pay us all 
a good decent living, and we wouldn’t be a burden on our kids and no 
one else. 

I thank you. 

Senator McNamara. Thank you, sir. 

Mr. Benson. My name is Benson and I am representing Benson and 
I am interested in a subject out of place here that I have been inter- 
ested in. Possibly the Government has p: umphlets on aging and in the 
line of what foods to eat and what kind of exercise and I would like to 
get hold of some of the pamphlets. 

Senator McNamara. I am sure such information is available if you 

vill write to our office. 

Mr. Benson. I have written and I have a couple of pamphlets but 
it doesn’t cover very much. It covers just a little bit. They have 
farmer bulletins out and they cover everything the farmer wants to 
know about feeding animals, and cows and pigs but there is nothing 
about feeding a human like me and that’s what I would like to know. 
They tell them how to raise frogs and I would like to know how to 
keep from croaking. You tell them how to raise goats and I don’t 
want to be an old goat. I am old enough now. I am 67, lacking five 
weeks. If there is any pamphlets the Government has, put them in our 
hands. You have pamphlets for everything else and that’s what I 
would like to see a pamphlet put out like they put these farm bulletins 
out probably every month or every 3 months. 

Senator McNamara. With all the bulletins we put out concerning 
these cattle you are talking about, there is still no way to keep the 
cattle from getting old. I think the only way any of us can stop 
getting old is to quit living. 

Mr. Benson. Yes, feed them cranberries and they won’t get old. 
Excuse this raspberry on cranberries but at the same time I do think 
food has a lot of effect on me as well as exercise does. You have a man 
there, Senator Green, from Rhode Island, he is 91 years old, and he 
has been running for office for 50 years, hasn’t he? Exercise must have 
done him good anyw ay. I have read about him but not joking I would 
like to know, see the Government put out a pamphlet every month on 
aged and how to prevent it. Of course, we can’t stop the clock only 
on television but I think we have got a lot to learn about how to eat 
and how to exercise. In another 3 years I will be 70 years old and I 
want to keep on paying taxes as long as I can. Thank you very much. 

Senator McNamara. Thank you, sir. I do think ‘the gentleman 
points to a problem that sometimes is not given enough consideration. 
We have great research programs and we spend a great deal of Federal 
money as well as other funds, then we don’t get the communication 
to the local area, the grassroots areas, as a result of these studies and 
these research programs. I think we could do a better job and re- 


minding us of it once in a while is probably helpful and we appreciate 
that. 
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Mr. Specror. Senator, we have two more gentlemen now. 

Senator McNamara. All right, fine, go right ahead. 

Mr. Reep. Fred Reed is my name. I am a long resident of Grand 
Rapids, 67. There is one thing that you and the rest of the men in 
Congress could do to help out many the at are getting pensions. I was 
an engineer at the Michigan veterans facility here for nearly 12 years, 
Two years ago last May I had a stroke. Fortunately I was not 
saluiied. that is physic: ally. They tell me I was crippled mentally 
because I was getting so nervous that finally the doctor advised me to 
retire at the age of 65 which I did. I made application for social 
security which was one of the benefits that we had as a State employee 
and also for our State pension and when I spoke to the social security 
people about it they said the State pension didn’t count, but I went to 
the Veterans’ Administration about it, being a World War I veteran, 
I went to the Veterans’ Administration to see if I could get the vet- 
erans pension for being over 65 and normally having a 10 percent 
disbility. I told them about my social security and told them about 
my State pension. He figured it up and said no you can’t get. veter- 
ans’ pension and I said why. He said well because your income will 
be more than $1,400 a year. I said social security tells me pension 
is not an income. Well, he says social security may not consider it 
an income but we do. 

Under the Veterans’ Administration law, he says, it is an income 

and therefore as long as you have got the State pension you can’t get 
the veterans pension. He said the thing for you to do is to go down to 
Lansing and draw out your State pension in full and then come back 
here January 1, 1960, and I will give you the veterans pension which 
will amount to about $40 more than you are getting under the State 
pension. 

I went to the State pension board and they refused to give it to me 
because I had been a State employee more than 10 years, and that I 
had made application and they had granted my application for the 
pension and the lady asked me why I wanted the pension and I told 
her and she said that man is crazy. Well, I said, I don’t know. He 
seemed to be pretty intelligent. She said wait a minute, and so she 
picked up the telephone and called a number and a few minutes later 
she told me to go to the Veterans’ Administration in Lansing and to 
talk with the man there. I went down there. He made out my ap- 
plication blank, putting in all of the figures, that I had in there and 
also a certificate from the doctor stating what my physical status was 
at such and such a time. Two days later I received a card from the 
Veterans’ Administration and a month later I was given notice to re- 
port to two doctors here in Grand Rapids for a physical examination 
and in April I got my veterans’ pension. Now with this new law that 
is passed I am scared to death. 

Senator McNamara. You don’t need to be scared. You have the 
option of continuing under your present plan or accepting the new 
plan, so you don't need to be afraid of it. Now you personally are 
going to have the option when the time comes that the option is exer- 
cisable. Then you should very carefully consider all of the facts; 
but you will not be compelled to give up the present plan. You, the 
individual, will have the option under the new law, sir. 
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Mr. Reep. That’s one thing I didn’t quite understand because they 
told me, as I get it from the letters I received from the Veterans’ 
Administration I was going to get back in veteran’s pension the 
amount of money that I had paid into the State for the State pension. 

Senator McNamara. The Veterans’ Administration does not have 
control over that. You have been to the State already but I assure 
you, you have an option to continue under the old plan or decide to 
come under the new plan, and you have to decide that and you have 
to look it over very carefully. 

Mr. Reep. That’s one thing I was going to say sometime when you 
men down there in Congress make up your bills you should define 
the words out more clearly now. Your Internal Revenue has one 
interpretation of income, Social Security has a different interpre- 
tation of the word income and the Veterans’ Administration the same 
thing. That’s where many times as has been said here the aged—of 
coure, I don’t consider myself aged; Iam only 67. I consider myself 
a young man yet, but still at the same time it does cause us a little 
mental anguish in wondering just what is going to happen. 

Senator McNamara. That’s what we are concerned with here. Now 
there is another gentlemen. 

Mr. Brennan. My name is John Brennan. I am a former rail- 
road man, retired a year ago. I am 66 now and after working since I 
was 14 years old I am not a damn bit afraid to say that I retired hon- 
orably. I wasn’t forced off the job, and another thing I would like 
to say about the $1,200 limit on earnings. I don’t think there is a 
man that retires should work ; he shouldn’t have to work. 

Senator McNamara. Don’t you think honestly he should have the 
option, however, if he wants to continue ? 

Mr. Brennan. I should think he should have the option to retire 
if he wants to but not if le doesn’t. 

Senator McNamara. It should be on a voluntary basis. 

Mr. Brennan. If he wants to retire he shouldn’t work any more be- 
cause he is just taking work away from someone t that needs it and he 
is doing it at a rate the other fellow can’t afford to work for. There 
is an article in November Reader’s Digest on why hospitals are 
chronically broke. That’s a good article for anybody to read and it 
will cover a lot of the situations that have been t: uked about today. 

Senator McNamara. That’s right. 

Mr. Brennan. In there it is mentioned several places where the 
hospitals get their employees from those people working under the 
$1,200 limit and they come there to do a day’s work for maybe $100 
a month, and that’s all they dare get, and another thing, that refers 
back to this high cost of hospitalization. According to the patient 
sent to the hospital, indigent patients sent to the hospital on social wel- 
fare or paid for by the State at the rate of from $5 to $8 a day which 
is nowhere near enough money to cover the cost, the hospitals say 
themselves the only way they have of getting that money equivalent 
to what anyone else has to pay is to charge the paying patient in that 
hospital. He has to pay for it thereby increasing the cost of a day’s 
hospitalization so the insurance company increase their rates in order 
to cover that day’s hospitalization. It shouldn’t be that at all. It 
should be at the rate of $5 to $8 a day or maybe more or less than it is 
now. There are some of the things that some of our State lawmakers 
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should do instead of sitting down there arguing about the tax situa- 
tion for months. It has been about 8 or 10 months now and nobody 
knows how long it will take them to get over with the situation, and 
some States made the statement it should have been referred back to 
the 3 million voters for a decision on that. That is not what we sent 
our legislators down to Lansing for, to refer it back to the voters. If 
we had, we might better have kept them legislators home and not paid 
out the money we are paying them and sent down a few clerks down 
there to put that stuff on the ballot and let the voters vote for it. 
Irregardless of whether he is a Democrat or whether he is a Re- 
publican down there, there is a lot of them that are not doing a good 
job. There is another article I read in the press here some time ago 
about—it didn’t refer to the high cost of medical care. This article 
referred to an incident that happened down in Ann Arbor. It seems 
that a young fellow and his sister got to arguing about a chair in 
front of the television set, who was going to get it, and the young 
lad went out and got a gun and shot his sister. His mother said she 
knew he needed psychiatric sare and took him to the University of 
Michigan Hospital to get that care and they informed her it would 
cost her $540 a month to care for one person, coming out of our State 
hospital and where they get those prices, I don’t know, and where 
they expect anyone to pay those prices, I don’t know. I don’t know 
where anyone could pay it. I can’t afford to pay it. I don’t believe 
anyone else can that is working fora living. I thank you very much, 
Senator McNamara. Thank you. Now tomorrow we are going to 
continue with this opportunity for the older people to get up here ‘and 
say what they have in their minds at the close of the morning session. 


T want to thank everybody very much, and particularly thank the 
press for their coverage and their interest in these meetings. 
The hearing is now adjourned until 10 o’clock tomorrow morning. 


(Whereupon, at 4:55 p.m., the hearing was adjourned until Tuesday, 
November 17, 1959, at 10 a. m. ) 
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TUESDAY, NOVEMBER 17, 1959 


U.S. SENATE, 
SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING, 
CoMMITTEE ON LABOR AND Pusiic WELFARE, 
Grand Rapids, Mich. 

The subcommittee met, pursuant to adjournment, at 10 a.m., in the 
Public Museum Auditorium, Grand Rapids, Mich., Senator Patrick 
V. McNamara presiding. 

Present: Senator McNamara. 

Subcommittee staff members present: Sidney Spector, staff director ; 
Harold Sheppard, research director. 

Committee staff member present: Raymond Hurley, minority staff 
member. 

Senator McNamara. The hearing will be in order. We are very 
happy to welcome the members of the East Grand Rapids High 
School here this morning. We are glad to have them here this morning 
to get a firsthand look at a Gov ernment operation. 

I have just received a telegram from my colleague in the Senate 
Phil Hart and am including it in full in the rec ord at this point. I 
know Senator Hart would be here if he could. His concern for senior 
citizens is profound and well recognized in the U.S. Senate, where 
he has been an outspoken leader in their behalf. 

(The telegram is as follows :) 

WASHINGTON, D.C., November 12, 1959. 
Senator PAT McNAMARA, 


Senate Office Building, 
Washington, D.C.: 


Sincerely regret that I cannot be present for your Grand Rapids hearing. I 
am confident, however, that the leadership you are now giving Congress in seek- 
ing solutions to the problems of our aged and aging is among most important 
contributions being made in the nation today. 

This problem has been allowed to become major partly from neglect. Con- 
structive suggestions for Federal action which I have received from Michigan 
leaders in labor, industry, fraternal and social service groups will no doubt be 
put into the records. The recommendations your committee makes after its 
careful study can overcome this neglect and give hope to all of our senior 
citizens. 

Puit Hart, U.S. Senator. 


Senator McNamara. The first witness this morning is Paul Phil- 
lips, executive director of the National Urban League of Grand 
Rapids. Will you come right up here? I see you have a short state- 
ment, so we would like you to proceed in your own manner, sir. 
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STATEMENT OF PAUL PHILLIPS, EXECUTIVE SECRETARY, GRAND 
RAPIDS URBAN LEAGUE 


Mr. Puiturs. Fine. I thought I would leave these statements 
short so we will have time for questions, if you have any. My name is 
Paul Phillips. I am the executive secretary of the Grand Rapids 
Urban League. Iam speaking today on the problems of ie aged but 
particularly the problems of the Negro American because his prob- 
lems, while they are of the same nature as the general problems of the 
aged, they have peculiar problems also because of some sociological 
bac keround of the American public. There are 14, 000 Negro Ameri- 
can citizens in Grand Rapids, approximately 700 of whom are senior 
citizens, 60 years of age or over. 

The fact that people are living longer through improved health 
standards is good, but it is of little human value if people are to suffer 
from hunger and want in their aging years. 


NEGRO SENIOR CITIZEN FACED WITH SPECIAL PROBLEMS 


With reference to the Negro senior citizen in Grand Rapids, his 
problem is identical to the many problems confronting the aged, but 
he has the additional and special problems due to lack of educational 
and economic opportunities in his part. It has been a short or a 
long 97 years, depending upon one’s viewpoint, since the shackles of 
slavery were cast off. Because of discrimination, the Negro citizen 
has for many years been confined to the menial, low-paying job cate- 
gory. The denial of equal opportunity for education and training 
in many sections of our land, has strengthened the barriers to the 
acquisition of economic independence and self-reliance. 

It has been within the last 20 years only that any substantial im- 
provement has been made in the economic field with ate to ad- 
vanced opportunities for the Negro citizen. This has been too short 
a period in which to build a foundation for an independent and self- 
reliant future. This means then that many of the Negro aged must 
rely either upon their children, or their relatives or public assistance, 
and the Negro citizen, the older Negro citizen has the additional 
problem of overcoming not only the physical or material handicaps 
but also the psychologic: al block to self. reliance. For many years the 
Negro citizen, particularly in the South has been discouraged by the 
white adult from seeking to become independent. The pattern was 
and still is to a great extent. one of paternalism. This pattern of 
thinking which has been instilled for many years must now be broken 
and reversed. 

I believe that the ideal solution is for the children to assume the 
responsibility for their aging parents, either by keeping them in the 
home or by providing for adequate care in private institutions for the 
aged. 

Again this presents a problem beyond that of the normal white citi- 
zen. A vast number of Negro citizens live in overcrowded housing 
conditions due to large families and/or the lack of freedom of move- 
ment in the search for adequate homes, the latter resulting from racial 
prejudice and segregation. Hence, for the already overburdened 
household, to take in aging parents tends to add to the problem. 
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LACK OF INSTITUTIONS FOR NEGRO AGED 


In Grand Rapids, to our knowledge, there is no institution for the 
care of the aged where Negroes are accepted, with the exception of 
the county supported institution for the chronically ill. There are 
many private institutions for the aged in the city which are for the 
most part supported by church or private endowments. In the event 
a Negro might be successful in securing admission to one of these 
homes the cost would be prohibitive. 


PROPOSED SOLUTION 


In my opinion the solution is twofold. In order to meet the present 
emergency that older people face, a greater amount of Federal or 
State aid must be given to make it possible to keep the aging parent in 
the home of his children. The solution for the future of the Negro 
person is to encourage the present young Negro citizen to provide for 
his own old age through savings, pension funds, and social security, 
and we try to encourage and induce the Negro citizen to seek his own 
future self-reliance. However, no matter how much we urge and how 
much we push and how much we encourage, much depends, to a great 
extent, upon himself it is true, upon the extent to which discrimi- 

natory economic and educational barriers are erased so that he may 
be in a position to provide for his own old age. To do this will be 
dificult enough without the additional handicap of race discrimi- 
nation. 

Senator McNamara. Thank you very much, Mr. Phillips. Your 
testimony is certainly helpful to the committee. We are glad to have it. 
[ have just a couple of questions. You mentioned the short: age of fa- 
cilities that are available to members of the Negro race. What hap- 
pens to Negro aged who need nursing care? Can the county hospital 
handle all of those ? 

Mr. Puitures. I might qualify the statement and answer the ques- 
tion this way. With reference to the privately supported agencies, we 
have no instance on record where there has been discrimination because 
we have had no experience where the Negro has applied for admission 
to the private institutions, and I should imagine one reason they 
haven’t applied is because the cost would be prohibitive, so we can 
only say that there are none. We can’t say there would be none if they 
would apply. Now the convalescent home, we have one home operated 
by a qualified Negro lady who takes in both white and Negro patients 
but there are very few homes with the exception of this home—with 
the exception of this one, there might be one or two others who would 
take in Negro convalescents, so the field is very limited. Mrs. Gullick 
is the name of the woman locally who has the home and, strange as it 
seems, half her patients are white. We have made inquiries on other 
convalescent homes and we run against the problem of admission. 
Very few, with the exception of one or two will take the Negro con- 

valescents, so that isa problem. 

Senator McNamara. I don’t quite get the answer to my question. 
You say none have been refused. 

Mr. Puitures. In a private home, tomy knowledge. 

Senator McNamara. And you concluded by saying they won’t be 
admitted. What were your conclusions? 





1322 THE AGED AND THE AGING IN THE UNITED STATES 


Mr. Puivups. We are talking about the private home for the aged, 
convalescent homes. We have one in the city operating by a Negro 
person. 

Senator McNamara. I understand that. 

Mr. Pumurrs. There are very few convalescent homes who will take 
the chronically ill Negro person. 

Senator McNamara. I suppose chronically ill white people have a 
similar problem. Certainly we have found in our hearings through- 
out the country that 60 percent of people 65 or over have an income 
of less than a thousand dollars a year, or a thousand dollars a year 
or less. Perhaps as you pointed out in your statement earlier, Negroes 
are ata lower level in our economy and therefore the problem is more 
intensified. Yet they fall in this group with all of our citizens, 
regardless of race or color, who are in this economically low income 
group. They all have similar problems. 

Mr. Puitures. I agree. 

Senator McNamara. You mentioned some of the conditions in the 
South. We all know ‘they exist, but I think in Grand Rapids you 
won't have any evidence of discrimination, as such, for sick people. 

Mr. Puiurrs. I would say “No.” 

Senator McNamara. That’s very interesting. 

Mr. Puitiirs. But to come again, Senator, ang pa rom the South 
are being transferred to Grand Rapids and other northern communi- 
ties, and that’s what I am trying to say. 

Senator McNamara. They just don’t apply in many instances be- 

cause they are in an environment that doesn’t encourage it. Thanks 
very much. I think your testimony has been very helpful and we 


appreciate your being here, and appreciate the cooporation of your 
organization. 

Mr. Puiiirs. We have some more here who during the open ses- 
sion would like to talk also. 

Senator McNamara. All right, thank you. 

(The prepared st: itement of Mr. Phillips follows :) 


PREPARED STATEMENT OF PAUL PHILLIPS 


There are 14,000 Negro-American citizens in Grand Rapids, approximately 
700 of whom are senior citizens, 60 years or age or over. 

The fact that people are living longer through improved health standards 
is good, but it is of little human value if people are to suffer from hunger 
and want in their aging years. 

With reference to the Negro senior citizen in Grand Rapids, his problem 
is identical to the many problems confronting the aged, with the addition of 
special problems due to lack of educational and economic opportunities in his 
past. It has been a short or a long 97 years (depending upon one’s viewpoint) 
since the shackles of slavery were cast off. Because of discrimination, the 
Negro citizen has for many years been confined to the menial, low-paying job 
category. The denial of equal opportunity for education and training in many 
sections of our land has strengthened the barriers to the acquisition of eco- 
nomic independence and self-reliance. 

It has been within the last 20 years that any substantial improvement has 
been made in the economic field. This has been too short a period in which 
to build. a foundation for an independent and self-reliant future. This means 
that many of the Negro aged must rely either upon their children, other rela- 
tives, or public assistance. I believe that the ideal solution is for the children 
to assume the responsibility for their aging parents, either by keeping them in 
the home or by providing for adequate care in private institutions for the 
aged. Again, this may present a problem beyond that of the normal white 
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citizen. A vast number of Negro citizens live in overcrowded housing condi- 
tions due to large families and the lack of freedom of movement in the search 
for adequate homes, the latter resulting from racial prejudice and segregation. 
Hence, for the already overburdened household, to take in aging parents tends 
to add to the problem. 

In Grand Rapids there is no institution for the care of the aged where Negroes 
are accepted with the exception of the county-supported institution for the 
chronically ill. There are many private institutions for the aged in the city 
which are for the most part supported by church or private endowments. In 
the event a Negro might be successful in securing admission to one of these 
homes, the cost would be prohibitive. 

In my opinion, the solution is twofold. In order to meet the present emer- 
gency, a greater amount of Federal or State aid must be given to make it possible 
to keep the aging parent in the home of his children. The solution for the 
future is to encourage the present young citizen to provide for his own old age 
through savings, pension funds, and social security. Future self-reliance for 
the Negro citizen, however, depends to a great extent upon himself, and upon 
the extent to which discriminatory economic and educational barriers are erased 
so that he may be in a position to provide for his own old age. To do this will 
be difficult enough without the additional handicap of race discrimination. 


Senator McNamara. The next witness is Francis J. Coomes, exec- 
utive director, Catholic Charities of Michigan, from Lansing. Do you 
have a grereer statement ¢ ¢ 

Mr. Coomes. Yes, but I am not going to read it. 

Senator McNamara. Does the recorder have a copy of your pre- 
pared statement ¢ 

Mr. Coomes. Yes. 

Senator McNamara. Then it will be made part of the record in its 
entirety. You may summarize it. 


STATEMENT OF FRANCIS J. COOMES, EXECUTIVE DIRECTOR, 
CATHOLIC CHARITIES OF MICHIGAN, LANSING, MICH. 


Mr. Coomes. The agency I represent, Senator, is a year old today, 
and we have had an opportunity to conduct a survey which has taken 
a good look at the facilities that we have in the field of the aged, and, 
as you probably know, our basic approach to the care of the aged is 
from an institutional standpoint. In the State we have 13 institutions 
with a bed capacity, total bed capacity of 1,435. I would like to take 
a minute to describe these facilities throughout the State, if I may, 
beginning with the archdiocese of Detroit, which covers an eight- 
county area, ranging from Lapeer and St. Clair on the north to 
Lenawee and Monroe on the south, estimated Catholic population of 
1,200,000. Nine of our 13 institutions are located in that area with 
a bed capacity of 1,000, all of them located in the Wayne-Oakland 
area, 

CATHOLIC INSTITUTIONS FOR THE AGED 


I would just like to highlight a few of these institutions, beginning 
with Carmel Hall, which was established several years ago—you 
might remember they renovated the old Hotel Detroiter—with a bed 
capacity of 525. The cone ept there was to make all of the facilities 
available to these people in the downtown area and create an at- 
nosphere of independence and easy mobility. 

Another concept is Kundig Center which is an old section in De- 
troit and e fou facilities for about 80 people, and the idea here is the 
hall rents, or the center rents, homes around the area within walking 
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distance and the people get up in the morning and walk to the center 
hall hand have their meals rs. recreation and medical treatment there, 

We have several cooperatives down there run by the older people 
themselves. They elect their officers and carry on the financial part of 
the institution, and then finally we have the Little Sisters of the 
Poor—I am sure you have run across them in your previous testimony 
throughout the country—it is a rather modern establishment; 25 bed 
capacity. The only stipulation or qualification for admittance is 
that the applicants have no other means of support. 

On top of this institutional structure is a coordinating agency called 
the department of aged. It is supported by C ommunity Chest’ money. 
The purpose is to coordinate the nine institutions in that area and to 
refer and counsel various people on finances and make referreals to 
other agencies. 

Moving over to the diocese of Lansing this year we opened a new 
home in Flint much on the order of Carmel Hall. It is a renovated 
hotel and has a capacity of 150 people, open to not only citizens of 
Michigan but all kinds of people and citizens regardless of race or 
creed throughout the country. 

The Grand Rapids diocese, the largest in the State, has 29 counties 
and ranges from Barry in the south to Cheboyan in the north and 
goes up to the western shoreline of Michigan with a population of 
150,000 Catholics. ‘There are two homes in Grand Rapids—one the 
Little Sisters of the Poor which is operated by the same order as I 
mentioned in Detroit, and has 136 beds and I think it is the second 
oldest in the State—1884 it was opened. St. Ann’s home with a ca- 
pacity of 61 here in Grand Rapids was opened in 1951. These are 
the only two instances in this diocese. 

On the eastern side of the State, we have Saginaw, 1 home and 60 
beds, opened in 1951, located at Saginaw. 

That completes our institutions. We have none in the diocese of 
Marquette which comprises the whole Upper Peninsula. In addition 
to these institutions we have 22 family agencies located throughout 
Michigan which have available some type counseling facilities for the 
aged. They are very meager, I would say, largely referral type serv- 
ices. 

Now let me give you a few generalizations, Senator, with respect to 
these institutions. “All of them are operated by religious communities 
and women. From 1950 to 1958 we have increased our bed capacity 
65 percent. In that same period we have increased our expenditures 
800 percent. All are self-supporting. The average cost per resident 
is about $105 per month. The lowest ranges I think around $70 but 
the highest goes up to around $165 and $180, in some of the facilities. 


ADDITIONAL PROFESSIONAL PERSONNEL NEEDED 


I would like to spend just a moment on some of the problems we 
have in these institutions. First is the waiting list we have been 
coming across. When Carmel Hall was opened several years ago we 
had a waiting list of 3,000 people. Three thousand people applied 
that could not be admitted. A few have been worked off of that wait- 
ing list. It is largely a problem of low-income housing and with re- 
spect to our facilities, and it is very difficult to make available facili- 
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ties for those that have meager income. Second, we have a pronounced 
shortage of social workers that have some background, some training, 
some experience in the field of the aging. We have one outstanding 
institution here at the University of Michigan, the institute of geron- 
tology, which is probably one of the finest in the country but it is just 
barely making a dent in supplying trained people in this field, and I 
would like to suggest the sube ommittee consider the possibility of some 
kind of Federal scholarship program in this area for creating some 
incentives to get additional trained people in this area. 


SHORTAGE OF FACILITIES FOR CHRONICALLY ILL 


Third, and foremost, we have a quite critical need in terms of facili- 
ties for the chronically ill. All of our institutions having these facili- 
ties are overcrowded and those that are without them obviously can- 
not take people that are bed patients or need skilled nursing care but 
this just isn’t a problem of our group. It is a problem the whole State 
of Michigan faces, and I imagine the Nation as well. Again, for 
example, by conservative estimate we are 16,000 beds short here in 
Michigan of skilled nursing homes. In 34 out of 60 areas in the State, 
and areas are defined as one or more counties, there are no skilled nurs- 
ing facilities whatsoever. 

Next year the hospital survey and construction department of Mich- 
igan has $331,000 appropriation available for construction facilities in 
this area. It is estimated they would need three times this amount to 
do the job effectively, and I hope this might be a consideration of the 
subcommittee as well. Not a Federal question but one we think is 
highly important and I would like to put it in the record is the prob- 
lem of getting a State commission on le aging for Michigan. As you 
probably know we have had a bill in the Michigan Legislature for 2 
years. It passed the house both times but somehow just can’t get out 
of the senate. Of course, we realize we have a critical financial situa- 
tion but we would hope the legislature would give serious considera- 
tion to this bill as a means of coordinating all of the various problems 
of the aging, helping the local communities and coordinating the work 
of the State agencies. 


Incident ally the bill has bipartisan support. 
EXPANSION OF PARISH-CENTERED PROGRAMS FOR AGED PLANNED 


In conclusion I would just like to say a word about the future of 
our program in the State, and the direction we would like to see it 
take. Most of the experts in our group feel that the parish, of which 
we have some 650 throughout the State, would be the ideal unit for de- 
veloping and expanding a program for the aging. Parishes are lo- 
cated in neighborhood setups within easy w: alking distance for the 
aged. They “have the spiritual counselors. It has the plant capacity, 
the volunteer manpower, and the recreational facilities to do this kind 
of a program and we feel it would be a terrific progressive move if we 
could develop this kind of a program and make sort of a second home, 
you see, for the old people that are used to this pattern of parish 


life. 
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That’s about it. I want to thank you very much for having me 
here. 

Senator McNamara. Thank you for being here. The statistics that 
you bring us are very interesting to the committee. Three thous: and 
people waiting on the list for admission to Carmel Hall which has 
a capacity of 1,000 isa fact of staggering impact. 

Mr. Coomers. 525. 

Senator McNamara. It is an indication of the great need in this 
area 

Mr. Coomes. Primarily low income people. They have a certain 
allotment for low income in order to finance the building, so we 
would like to have more than we get but this is the primary restriction. 

Senator McNamara. Do you estimate half of the people there pay 
their actual cost or less than half ? 

Mr. Coomrs. We have statewide statistics on that. Fifty-two per- 
cent of the institutions that we covered in our survey estimated peo- 
ple pay their own bills and 20 percent are dependent on OAA or 
public assistance. Seventeen percent are depending on Catholic aid 
exclusively and there is about 11 percent that are partly dependent on 
OAA or PA. I will make this available to you. 

Senator McNaarara. We would like to have it for our records. You 
mentioned that many have no other means of support. 

Mr. Coomers. Yes, this is in reference to the operating policies of the 
Little Sisters of the Poor. 












CO-OP HOUSING FOR THE AGED 





Senator McNamara. How many people did you say you have in 
co-op housing in the Wayne County area ? 

Mr. Coomes. It is very few. Around 50. Fourteen at one, 13, 25 
in another. Very small homes in the older section, and one, inci- 
dentally, is in the Cork Town area run by Father Kearn and they 
describe the purpose of this institution is to keep people out of the 
flophouses, and give them a little sense of home management. 

Senator McNamara. They actually run their own operations from 
start to finish ? 

Mr. Coomes. That’s right. 

Senator McNamara. They get a great deal of comfort out of the 
fact it is their home and they operate it just the same as any other 
household. 

Mr. Coomes. On democratic procedures. 

Senator McNamara. Do they get help from visiting nurses drop- 
ping in occasionally, and things like that ? 

Mr. Coomes. Yes, several volunteer groups assist them. 

Senator McNamara. You think this is a movement that should 
spread and is ita good way to handle the situation ? 

Mr. Coors. I think it actually—it works very effectively in that 
area. I couldn’t say as to other communities but we are willing to 
take a good long look at it. 

Senator McNamara. Get away from institutional types, and see 
if they are not happier in this type of environment ? 

Mr. Coomess. Yes. 
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Senator McNamara. It is their home, and they have greater pride 
in the operation. I think maybe there is a great need for expanding 
such programs, and I think yours is the only organization that has 
made much headway in this field. Do you feel the Federal Govern- 
ment has a greater role to play in all of these problems? 

Mr. Coomes. As I have indicated in my testimony, I think I pointed 
out in the area of providing additional appropriation to the area, 
skilled nursing and I think we have barely made a dent. The 1950’s 
was 2 decade of calling attention to the problem. We are just be- 
ginning to alert the people and I am grateful the subcommittee has 
taken on this chore, and I think it will make the public more aware 
of the problem. 

Senator McNamara. In your Carmel Hall operation, do you have 
some special floors set aside for people who can’t come down for their 
meals—who are actually bedridden ? 

Mr. Coomes. No, we have a section for the chronically ill but when 
they are admitted they must be mobile and almost all of them take 
their meals in a central restaurant, and it is a very beautiful restau- 
rant as is the whole home, if you have seen it. 

Senator McNamara. You do admit couples also? 

Mr. Coomes. Yes, about half our homes have couples, or more. The 
Little Sisters of the Poor have couples and this is the growing trend 
too. 

Senator McNamara. This is something—certainly I know you en- 
courage this trend because people reaching this stage in life need the 
comfort of each other more than any time in their whole life. There 
are so many places that are called institutions where the man and the 
woman are really separated at the gate, and go in different sections, 
and < get away from that in your Carmel Hall operation. 

Mr. Coomes. We try to. 

Shinaber McNamara. Do you think the old age assistance program 
provides sufficient assistance for older persons? “C an they live at 
Carmel Hall, for instance ? 

Mr. Coomrs. It would be very difficult. Actually, we would like to 

see this increased substantially. As I indicated the $105 average ap- 
plies; it would not cover the new institutions where vast amounts of 
capital expenditures—I am talking about millions; Carmel Hall is— 
well, it is mortgaged to $4 million, and this requires and it has to be 
operated on a se f-supporting basis, and you just can’t run an institu- 
tion like that on $90 a month, and it is the same in our Flint home, so 
we would feel, a great deal more facilities would be available if this 
rate was increased. 

Sentor McNamara. You feel one of the greatest problems is finan- 
cial and medical care ? 

Mr. Coomes. I will have to plead lack of knowledge on that, ques- 
tion. I will have to examine it further. We didn’t cover it in our 
survey. 

Senator McNamara. You covered more with housing? 

Mr. Coomrs. That’s ‘right. 

Senator McNamara. Thanks very much. 

Mr. Coomes: Thank you very much. 

Senator McNamara. We would like to have that additional infor- 
mation for our records. 
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Mr. Coomes. Yes. 
(The prepared statement of Mr. Coomes follows :) 


PREPARED STATEMENT OF FRANCIS J. COOMES 


The Catholic Church in Michigan has an established reputation for services to 
the aged dating back to the early part of the 19th century. The early efforts 
of the church in this field were largely confined to volunteer groups cooperating 
with several religious orders, quite often on an informal basis. 

The services offered to the aged by Catholic agencies and institutions in 1959 
consisted of counseling by professional trained caseworkers in agencies located 
throughout Michigan, and residence care in 14 institutions with a total capacity 
of 1,400. 

Among the earliest to establish a formalized residency care program for the 
aged were the Little Sisters of the Poor, who established a home in Detroit in 
1874. The congregation of the Little Sisters operate 309 homes for the aging 
throughout the world. The stated purpose of their work is to care for those 
older people who have not sufficient means to pay their way elsewhere. While 
retaining this pholosophy since the order’s establishment in 1839, the Little Sisters 
of the Poor run a modern, well-organized home in Detroit with a capacity of 220 
people and a considerable waiting list. The greater majority of older people in 
the home are not expected to reimburse the institutions for any part of the cost 
of their maintenance. The Little Sisters also operate a home for the aged in 
Grand Rapids with a capacity of 136 persons. 

It was nearly a half century later before the next Catholic institution for the 
aged was established. In 1919, St. Joseph’s Home for the Aged was founded in 
Detroit by the Carmelite Sisters of the Divine Heart of Jesus. In 1936, a new 
and modern home was purchased which presently provides lodging and care for 
82 guests. The home offers a complete program of social, cultural, recreational, 
and religious activities. 

Twenty-two years passed before other aging institutions were established. 
In 1941, St. Elizabeth-Briarbank and Villa Franciska, providing resident care to 
the aging, were founded in Detroit with capacities of 41 and 20 respectively. 
St. John’s Cooperative House was founded in 1946 to provide residential care 
to older men of marginal income. Individual needs are met by pooling finances 
and other resources for collective use. 

The period of greatest expansion of institutional facilities for the aged oc- 
curred in the years from 1952 through 1958, primarily in the Archdiocese of 
Detroit. Seven additional agencies or institutions were established to provide 
service to the aging. Sixty percent of the total statewide institutional capacity 
for the aged were developed during this 6-year period. Along with the con- 
struction of new facilities which received nationwide attention, came the intro- 
duction of new concepts and techniques for the housing and care of the aged, 
which emphasized the independence of movement and increased services in the 
areas of health, recreation, and leisure-time activities. 

With the sudden growth of aging institutions, the need to coordinate and plan 
under the direction of a single agency became apparent in the Archdiocese of 
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Detroit. In 1956, the Archdiocese formed the department of the aging, which, 
in addition to coordinating the activities of the aging institutions, offers case- 
work and counseling services to any older persons who seek their services. 

The Diocese of Saginaw and Lansing founded institutions in 1952 and 1956. 
The St. Francis Home for the Aging was set up in Sagninaw in 1952 with a 
residential capacity of 60 persons. Marian Hall, in Flint, was established in 
1958, after purchasing and remodeling a former hotel, and has a residential 
capacity of 150 persons. 

Kundig Center and Carmel Hall, located near the heart of downtown Detroit, 
have received nationwide attention for their work in housing for the aged. 
Kundig Center, administered by the Catholic Charities of Detroit, offers a 
rather unique campus residency plan providing selected shelter, planned diet, 
medical care and recreation for about 70 persons. Rooms are rented to them 
within a two-block radius of the center, which combines a measure of personal 
independence of living alone, with the social satisfaction and security of partici- 
pating in meals and activites at the center. 

Carmel Hall s reputed to be one of the largest homes for the aged in the 
world. In 1955, the late Edward Cardinal Mooney purchased the 750-room 
Hotel Detroiter, located in downtown Detroit. Under the direction of the 
Carmelite Sisters of the Poor, the hotel was remodeled to care for 525 persons, 
Carmel Hall has extensive medical and recreational facilities, including a 100- 
bed section for the chronically ill. 

Other aging institutions opened during this period in Detroit, were St. Mary’s 
Home for the Aging, with a capacity for 25 women, and St. Catherine’s Co- 
operative House, with a capacity for 13 women. In addition to various institu- 
tions providing resident care, the department of the aging administered by the 
Catholic Charities of Detroit, offers casework and counseling to the aged in the 
Archdiocese of Detroit. The department recorded 20,000 interviews during 1958. 


ADMINISTRATION OF AGING INSTITUTIONS AND AGENCIES 


Within the Archdiocese of Detroit, agencies and institutions are administra- 
tively defined as either affiliated or constituent agencies or institutions. A con- 
stituent agency is one that is coordinated, supervised and financed by Catholic 
Charities of Detroit through the archbishop’s secretary of charities. An af- 
filiated agency is coordinated by Catholic Charities but not supervised or fi- 
nanced by that office. The department of aging, a constituent agency, attempts 
to coordinate the programs of the other affiliated institutions. 

Ten of the 14 aging institutions have boards ranging from 6 to 27 in size. 
Four agencies or institutions have a two-term limit. 

As an indication of the growth of aging programs under Catholic auspices, 
in 1950, four institutions reported a total expenditure of $162,000. By 1957, 
eight institutions spent a total of $705,000. In 1958, expenditures doubled to 
exceed $1,481,000. The 1958 amount represents an 800 percent increase in ex- 
penditures for Catholic aging programs since 1950. 

The following table provides comparative information on the administration 


and program of the various agencies and institutions under Catholic auspices 
serving the aged in Michigan. 
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The number of aged served by Catholic institutions or agencies is found in 
table XVII. For example, the number of counseling and casework interviews 
conducted by the department of aging in Detroit increased from 14,000 to over 
20,000 for a percent increase of approximately 50 percent. 

In 1957, the residential institutions in the State cared for 1,163 aged people 
and this figure increased to 1,223 in 1958. The total bed capacity for these in- 
stitutions in 1959 was 1,430. 

With respect to intake policies, two agencies admitted aged over the age of 
50, five institutions admitted people over 60, and the balance of the institutions 
maintained an over-65 policy. Several of the smaller homes are restricted to men 
only or women only but in almost all cases the larger institutions were open to 
both sexes, with several maintaining accommodations for elderly married couples. 
Table XVIII indicates the geographical restrictions. 

The monthly cost of living in a Catholic institution for the aged in 1958 
ranged from $75 in Kundig Center to $210 at Marian Hall in Flint. Care for the 
aged in the two Little Sisters of the Poor homes in Detroit and Grand Rapids 
are provided as a complete act of charity and there is no cost to the residents. 
The average monthly rate in these institutions in 1958 ranged from $45 at Kun- 
dig Center to $165 at Marian Hall. However, the average monthly rate for all 
the institutions was $105. 

Almost all of the institutions had waiting lists ranging from 3,000 in Carmel 
Hall to 3 in St. John’s Home. In 1958, the combined waiting list of the aging 
institutions totaled 3,292. 

Some interesting facts were revealed in the study relative to financial ability 
of the aged housed in Catholic institutions. Of the eight institutions replying to 
the following questions, it was discovered that— 

52 percent of the aged in these institutions pay their own bills: 

20 percent are dependent upon old-age assistance or public aid; 

17 percent are dependent upon Catholic assistance ; and 

11 percent are dependent partially, on old-age assistance or public aid. 































ADMINISTRATIVE AND PROGRAM PROBLEMS 





The problem of providing for the chronically ill was mentioned by several in- 
stitutions. Carmel Hall reports that their medical section is occupied to capac- 
ity. St. Francis Home for the Aged in Saginaw states that care of the chron- 
ically ill cannot be met. 

A number of institutions cited the lack of space and the need to expand exist- 
ing facilities. St. Francis in Saginaw stated the need for an added wing. St. 
Mary’s in Detroit has plans to relocate to a 10-acre tract of land which will pro- 
vide for 100 residents instead of their present 25-person capacity. Kundig Cen- 
ter has recently added a dining room to their building. 

Another continuing problem mentioned by several agencies was the difficulty 
in recruiting professional trained social workers to work with the aged. The 
department of aging said that “they are not available in the field” and St. 
Francis of Saginaw has the same experience. 


Senator McNamara. The next witness is Rev. Roy Prescott, execu- 
tive director, Kent County Council of Churches, Grand Rapids. We 
are happy to have you here. You have a prepared statement? Does 
the recorder have a copy ¢ 

Reverend Prescorr. Yes, I am very happy to be here and I have a 
prepared statement which has been given out, I think. 

Senator McNamara. You may proceed in your own manner then. 





STATEMENT OF REV. ROY PRESCOTT, EXECUTIVE DIRECTOR, 
GRAND RAPIDS-KENT COUNCIL OF CHURCHES, GRAND RAPIDS, 
MICH. 






Reverend Prescorr. I will not read the statement but I will speak 
briefly in regard to some of the problems in connection with the work 
that we are carrying on. 
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Senator McNamara. Your prepared statement will be completely 
printed in the record. You may go ahead. , 

Reverend Prescorr. As an organization we have had a full-time 
director in an office only 2 years; therefore our work in the field has 
been largely the work of investigation and laying plans for the future 
so that we could be sure they were based on facts and that the founda- 
tions would be sure. 

However, we do have some very definite concerns in regard to the 
problems of the aging. First, our concern is with the matter of 
anxiety and worry on the part of those who find that they do not have 
suflicient income to meet the necessities of life with the increasing 
inflation that is coming. 

Second, the problem of the unutilized talent and ability which could 
be put to very definite use for the happiness of many people if this 
talent which became unused at the time of retirement could be em- 
ployed in some way, and would give happiness both to the one who 
possesses the talent as well as to others who could use the service that 
they could render. 

Third, we are concerned greatly about the religious aspect of this 
problem, particularly in the homes such as the Maple Grove medical 
care facility and through the institutional chaplain we have been 
trying to meet that need there in that home, and as a result of that a 
chapel has been installed, has been put in with opportunities of wor- 
ship for those of all faiths with their own representatives conducting 
the services, 

Likewise a chaplain’s office where the people come, the inmates of 
that facility, can come and confer with a religious representative of 
their faith and secure counsel and religious instruction, and help. We 
are likewise concerned over the fact that in the first project of the 
urban renewal that 27 percent of those who will be displaced by that 
renewal program are 65 years of age or over, and the problem, accom- 
panying problem of them moving at that age, and finding adequate 
facilities in low income. 

We believe these are some of the various serious problems that we 
are facing in our work here in this area. 

Some of the denominations have been facing up to the problems and 
they have established competent and efficient homes but this does not 
in any sense meet the demand and need. Some of these homes, the 
Clark Memorial Home which is conducted by the Michigan Conference 
of the Methodist Church, and another is the Holland Home which is 
conducted by the Reformed Church and a Lutheran home conducted 
by that church. In some of these institutions—I can speak of the 
Methodist particularly—they are trying to meet the need not only 
for those of low income but also for those who have sufficient funds 
but have no place to go in the golden years of their life, and so are 
providing for them adequate apartments in housing facilities where 
they can pay for them financially but know that they have the security 
of care without the anxiety. 

Senator McNamara. Thank you, Reverend. You didn’t mention the 
Presbyterian Village. I understand they are in the process 

Reverand Prescorr. Yes, they are in the process I understand of 
carrying on that project but I do not know as to how far they have 
gone in the project, as yet, but I understand they are interested in 
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and working on that. I believe that the Fountain Street Baptist 
Church is also working on a project of that nature. 

Senator McNamara. Do you know about the Presbyterian Village 
in the Detroit area ? 

Reverend Prescorr. No. 

Senator McNamara, It is an approximately new facility caring for 
something over a hundred people, as I understand. It is all of new 
construction and a very fine facility. 

Reverend Prescorr. I understand there is a project in this area 
that is under way. 

URBAN RENEWAL PROGRAMS 


Senator McNamara. We got some information on the architect 
who is working on that, laying it out. You mentioned that about 27 
percent of those being displaced by urban renewal programs are over 
65 years of age? 

Reverend Prescorr. Yes, 27 percent over 65. 

Senator McNamara. Is the community doing something about relo- 

cating these people? Are Federal agencies playi ing their part or what 
is the situation / 

Reverend Prescorr. To my knowledge there is nothing real definite 
that has been done in regard to it. We have been trying to face up to 
the problem and see w hat would be the necessary thing to do but as of 
yet | do not think there is any crystallized plan that w ‘ll care for that. 

Senator McNamara. It seems you w wala take it up with your local 
housing people because generally they are very cooperative in relo- 

cating ‘people under these circumstances. 

Reverend Prescorr. Yes. 

Senator McNamara. More particularly in the urban renewal pro- 
gram where the property is turned over to private developers, and I 
think States, local and Federal agencies feel a greater compulsion to 
do something for people who are : being evicted or displaced in these 
programs. I think you will find you will get considerable coopera- 
tion from such people. 

Reverend Prescorr. Yes. I might say the Clark Memorial Home 
cares for somewhere around 250 or 300. There is a very great waiting 
list, even at that. 

SENIOR CENTERS 


Senator McNamara. Has your organization gone into the establish- 
ing of day centers, senior centers, or whatever you call it? 

Reverend Prescorr. Some of the centers are doing that; yes. For 
example, some churches set aside 1 day a week, I believe, from 10 in 
the forenoon until 4 in the afternoon where the senior citizens may 
come and spend the time in sewing—the ladies in sewing or in playing 
games, and having recreational facilities with a luncheon served them 
during the noon hour. 

Senator McNamara. There is a great need for such centers, day 
centers, and I think on more than a 1- -day- a-week basis. We find in the 
large metropolitan areas more and more are springing up and I cite 
that kind of activity your group will probably be more interested in 
as you get into the field more. 

Reverend Prescorr. That’s right. One of the problems faced in 
connection with that is to find the church that has adequate facilities 
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that they ean carry on their regular program and still get more than 
1 day a week for tius. 

Senator McNamara. Yes: I am sure there is a shortage there. 
l han k you very much. Your testimony and full statement are going 
to be very help ful and we appreciate your being here. 

Rev erend Prescorr. Thank you. I am very happy to be here. 

(The prepared statement of Reverend Prescott follows :) 









PREPARED STATEMENT OF Rev. Roy PRESCOTT 
The Grand Rapids-Kent Council of Churches is deeply concerned because of 
the rapidly increasing number of our population who are in the golden years of 
life. We realize there is talent and ability that is not being utilized because of 
retirement from active service which, if properly implemented, could bring 
much happiness to all classes of society. 

The office of the council of churches was opened about 2 years ago with an 
executive director and office secretary on the staff. We have been studying our 
community that our program might be based on real needs and therefore more 
effective. The problems of the aging have been of particular concern to our 
committee on Christian action. We note that 27 percent of those who are to be 
displaced by the first urban renewal project are 65 years of age or older. We 
have moved forward in some areas such as the chaplaincy program at the Maple 
Grove medical care facility. Some deneminations have established homes for 
the aged such as Clark Memorial Home, the Holland Home, and the Lutheran 
Home. Most of these homes are recognizing the double problem; care for the 
aged who are financially independent and care for those who are financially 
destitute. Some churches have also inaugurated recreational programs. At best 
these efforts are only scratching the surface and are not solving the problem. 

Our council of churches program must of necessity be geared to the interest 
and vision of the individual churches. Because of theological and doctrinal dif- 
ferences, we find it difficult to get universal approval in seeking to solve prob- 
lems common to all. 

We are seeking for a program that will be general enough to cover all prob- 
lems but will permit each community to adapt the program to its particular 
needs. We are grateful for the work of this investigating committee and we 
are hopeful that our council will benefit from its findings and recommendations. 

Senator McNamara. Is Mr. Leonard Gernant. here, and will Helen 
Coover of the Recreation Department of Kalamazoo come up with 
this gentleman? Mr. Gerant is executive secretary, Governor's Com- 
mission on Aging, and on the faculty of W estern Michigan Univer- 
sity, Kalamazoo. Will you both come up and sit together ? 

Mr. Gernant, do you have a prepared statement ? 

Mr. Gernanv. Yes, I have a prepared statement. 

Senator McNamara. Has the recorder a copy of that ? 

Mr. Gernant. Yes. 

Senator McNamara. We will put your statement in the record and 
you may proceed In your own manner. 




































STATEMENT OF LEONARD GERNANT, ASSOCIATE DIRECTOR, DIVI- 
SION OF FIELD SERVICES, WESTERN MICHIGAN UNIVERSITY, 
KALAMAZOO, MICH. 






Mr. Gernant. First of all we appreciate being here, Senator, and 
being invited to participate in these hearings, and we appreciate too 
this slight change in your schedule that made it possible for Miss 
Coover to share the time this morning rather than to wait until this 
afternoon. 

I would like to compliment you, first of all, on the fine audience you 
have here this morning because I noticed as I was sitting in the rear 
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of the room the presence of many students here from high school. 
Probably they are here under some form of “duress” but nevertheless 
I thought that we might in our statements here be able to follow Mr. 
Coomes’ suggestion of a minute ago and perhaps recruit one or two 
of these young people for interest and activity in the field of the 
aging. As an educator, I regard it as one of the fields that is going 
to offer great opportunities for these young people. 

Since my prep: ared statement is rather long in regard to establish- 
ing the point that older people can still learn and that learning is 

. lifelong process, I shall not attempt to read any parts of it. I 
eoutttas these have been made available to the audience and they 
can read them sometime at their leisure. 

{ would like to make just a few comments, Senator, about the 
place of institutions of higher learning in our State in this whole field, 
as I see it. I have had some communications from the directors of 
field services and extension departments from the nine institutions of 
higher learning, State supported, in the State of Michigan, and all 
of them express a great deal of interest in the matter of steering some 
of their adult educational facilities and activities in the direction of 
the older age group. 

I might just explain how we work here so if later Federal activity 
should ever make it possible to expand these facilities you would 
understand just how we will operate. 

We have in the nine State-supported institutions in Michigan field 
service divisions whose major function is to channel the resources of 
the universities into the local communities upon request of the local 
citizens. Now we have had in our own office at Western Michigan 
University more and more demands during the past 2 or 3 years from 
communities who are asking us to help them organize committees on 
aging. In checking this with some of the other men who are work- 
ing in the field I find that similar requests are coming to them. The 
point of this is that we would like the public in Michigan to know 
that. the extension divisions of the various colleges and universities 
in our State are most happy to help. They have ‘tried to get consult- 
ant services to the people of the State of Michigan in regard to or- 
ganizing local communities so that interest in aging may be on an 
organized basis and headed up through the local committees on 
aging. 

COLLEGE EXTENSION COURSES FOR THE AGED 


We also are very interested in developing course and course offerings 
that will be of interest to older people in the community, not that they 
are so different from the younger, but perhaps as they live their inter- 
ests do change. As the clergyn man who just left the stand pointed out, 
there is need for counseling services and all of that type of thing. 

Now we think we can make one of our great contributions by train- 
ing leaders in this field. The reference has already been made to the 
work at the U niversity of Michigan division of gerontology. Other 
colleges are becoming increasingly interested, partly through the stim- 
ulation we have received from the U niversity of Michigan division, to 
do this kind of thing. We intend within the next few years to work 
more and more in our own southwestern Michigan area in organizing 
conferences, in calling attention of more and more people to the need 
for continuous education, for underlining the fact that education does 
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not cease until we die and for the great need for the greater emphasis 
on adult education for those 45 years of age or older in order to enable 
them to achieve appropriate adjustment as they reach the retirement 
years. 

I think I will stop there because there may be some specific questions 
that will bring out more answers along this line, and I would like to 
have Miss Coover take the microphone for a few minutes. Miss 
Coover is one of the persons who is really working at what we might 
call the grassroots at this drop-in center experiment in Kalamazoo. 
Communities do not have to be large in order to provide a daily opera- 
tion for day centers for their people, and here we have a program of 
recreation, education, entertainment going on every afternoon in one 
of the churches in Kalamazoo, and I think Miss Coover, having been 
in on the ground floor, is much better qualified than I to explain what 
happens to older people once they become members of this very 
excellent drop-in center. 

(The prepared statement of Mr. Gernant follows :) 


PREPARED STATEMENT OF LEONARD GERNANT 


EDUCATION AND THE AGING 


Introduction 


This statement today deals with one aspect of the problems related to the 
aging and the aged—adult education. Here is an area where the aging person 
can do something for himself by taking the initiative to participate in many 
already established opportunities; it is an area where institutions of learning, 
including our colleges and universities, must expand their programs in order to 
meet what may very well become greatly increased demands in the near future. 
These demands will come not only from people over 65; they will come also from 
the group aged 45-65 who are still in a position to do something about formal or 
informal training for their personal and vocational development, as well as 
individual adjustment to conditions inherent in the aging process. 

In attempting to relate education and aging, it may be observed without too 
much fear of contradiction that here we have the perfect example of not having 
been able, in the past, to see the forest for the trees. 

The United States has had a truly glorious history of furnishing educational 
opportunity to all younger people who would take it. The schools of this 
country, from kindergarten through university, constitute one of the main bul- 
works of the great American experience. But it has been only in more recent 
years that we have become concerned when these same school buildings show no 
lights at night. Adult education may finally begin to come into its own. 

That communities have been slow in developing adult education programs 
that would rival in budget and educational resources their daytime programs 
is readily understandable. Our educational system has been primarily child- 
oriented. Middle-aged and older age groups have too long regarded education 
in a formal sense as a pursuit limited to the young. The granting of a diploma, 
whether for high school achievement or for college graduation, and regarding 
the event as a “commencement” with the implication that the graduate is now 
ready for the competitive world, for a job, for marriage and rearing a family, 
for voting and assuming other responsibilities of full citizenship. These have 
only been an abetment to the adult’s assumption that education is a preparation 
period with a definite terminus and that real life in its more serious forms 
begins soon after the diploma has been awarded and correctly framed. The 
graduate can now go into vocational pursuits, settle down to normal participa- 
tion in an adult community, making money like every one else. 

This places education as such in a paradoxical situation. We subscribe to 
the idea that education is a life-long process, yet in our public relations we do 
everything we can to emphasize the point that a youth has come to the end of his 
formal training and is now ready to begin whatever lies in store for him. One 
would almost wish that only one diploma should ever be awarded a person in 
recognition of his educational growth and achievement, and this not until we 
are sure he is on his deathbed. 
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Education a lifelong process 


To reestablish the idea that education is a lifelong process, and to promote 
all the means to that end that will be of maximum benefit to citizens no longer in 
their teens is the chief goal of adult education in our democracy. Some head- 
way is being made. In 1957, according to the United States Department of 
Health, Education, and Welfare about 2% million persons over 45 were enrolled 
in organized adult education programs. There were about one-half million be- 
tween 60 and 74 years of age. About 50,000 were 75 years of age and over. 
The U.S. Office of Education and its Adult Education Section cooperate with the 
various State departments of education in encouraging the growth of adult edu- 
cation programs to interest the older persons of the population. But much 
more must be done. This will take some legislative action and appropriations. 
Adult education, as a statewide responsibility is in many parts of our country 
the most neglected area of all. For the prevention of soil erosion, me may ap- 
propriate millions; for the prevention of human erosion, we give a little con- 
science money and let it go at that. It is easy to see the need for educating the 
children, partly because we are so accustomed to thinking about them. It is 
not so easy to see the need for continuing to educate the older persons. We 
are not so accustomed to thinking about them in relation to marshaling the 
means of education for their benefit. 


Older persons have had less education 


From the standpoint of formal education alone—and the stress on formal 
methods in this paper is not intended to overlook broad opportunities for the 
informal, non-school-connected media—it can be demonstrated that the men 
and women in our higher age brackets have had less education than those in the 
lower age brackets. One writer states: “* * * in general, we find that for men 
and women 65 years and older the median number of school years completed 
comes to slightly over 8, as against 12 years in the present 25-to-29 age group. 
This, of course, reflects the higher proportion today of children finishing high 
school as compared with the situation at, roughly, the turn of the century. 

“A breakdown of this figure indicates that more than one-fifth of these older 
people had less than 5 years of schooling; 7 out of 10 did not go beyond the ele- 
mentary grades; and only 1 out of 10 completed high school. 

“For men and women in the 55-to-64 age group, 36 percent have gone beyond 
eight grades; and for the 45-54 age group the figure is 48 percent.”* In other 
words, we have among the older age groups great numbers who have never 
finished high school, and many more who have never attended a college. Nor 
are most of these people involved in any formal adult education program, let 
alone a program designed specifically to help them adjust to the process of aging. 

New frontiers in education lie in the direction of the many unexplored terri- 
tories occupied by the older age groups. There is a kind of patentcy in this view- 
point that should offer both adult educators and the people whom they can serve 
much encouragement for the organization of new programs. And in most cases, 
the means for a good beginning are right at hand. 


Community resources are accessible 


Practically every community in the country that houses the greater share of 
our older citizens has access to all or some of the following resources: public 
schools, private schools, public colleges and universities, private colleges and 
universities; libraries; museums; mass media such as newspapers, radio, and 
television; and last, but not least, huge reservoirs of trained personnel. The 
latter human resources supplementing the resources of the organized educational 
institutions, can be of prime importance in a program of education for the aging. 
And if a community can boast all of these resources, standing side by side with 
those of the church, synagogue, a recreation department, the YMCA, YWCA, an 
art institute, a civic theater, community musical organizations, and others, it 
may develop a rich program indeed. Nor should one overlook the potential 
of institutions of commerce and industry in assessing the strength of a com- 
munity’s educational resources. Not all education takes place within the confines 
of the school: not all great teachers are on the publie payrolls. 

One of the first questions, of course, that anyone interested in adult education 
- senior citizens must be able to answer is this: “Can older people really 
earn?” 


1 Tibbits, Clark, and Merrill Rogers, “Aging in the Contemporary Scene,” “Education for 
Later Maturity” (Donahue, Wilma, editor) (New York, Whiteside, Inc., and William 
Morrow & Co., Inc., 1955), pp. 33-34. 
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Older persons can learn 


Dr. Wilma Donahue of the University of Michigan, well known for her dis- 
tinguished leadership in the field of gerontology, makes the following observa- 
tion: “There is good evidence to support the view that the greater an individual’s 
intellectual endowment and the greater the amount of education, the less steep 
is the decline in intellectual ability, other things being equal. The ability of 
the brain to continue active and to grow in stature is a remarkable phenomenon. 
Although there is a certain amount of structural deterioration, there is not a 
concomitant loss in function. Adult mental ability is maintained over a long 
span of years, especially when the mind has been kept active through continued 
education and use in vocational and avocational pursuits. Exercise of the mind 
seems to retard deterioration of intellectual processes. Everyone knows of ex- 
amples of remarkable accomplishments of older people. Lillian Martens at the 
age of 70 founded the Old Age Center in San Francisco and directed it until her 
death at 97. Determined to learn something new each year, she took up roller 
skating after 80. Sherrington, a world-famous physiologist, wrote his most 
important and most learned volume at the age of 83.” ? 

Another authority who has done much work in studying the learning abilities 
of adults is Dr. Irving Lorge of Teachers College, Columbia University. In dis- 
cussing the capacities of older adults, he points out that intelligence does not 
decline. “Whenever learning ability is measured in terms of power ability, i. e., 
without stringent time limits, the evidence is clear that the learning ability does 
not change significantly from age 20 to 60 years. Bright people of 20 do not 
become dull by 60, nor do dull young people become moronic by 60. An indi- 
vidual at 60 can learn the same kinds of knowledge, skill, and appreciation at 60 
that he could at 20 years of age. 

“The individual from 20 to 50 years probably does not decline in ability to 
learn or in power intelligence. His performance may be reduced because of 
shifts in his motivations, speed, self-concept, or sensory acuities.. Age as age 
probably does little to affect his power to learn or to think. Aging brings differ- 
ent values, goals, self-concepts, and responsibilities. Such changes in values 
together with physiological changes may affect performance but not power. 
Adults learn much less than they might partly because of the self-underestima- 
tion of their power and wisdom, and partly because of their own anvxieties 
that their learning behavior will bring unfavorable criticism. Failure to keep 
on learning may affect performance more than power itself.” * 

Why have continuing education? 

It is apparent that one can easily gather all kinds of evidence to support the 
proposition that adults can learn. It is only natural to ask, “But why should 
they learn?” To underline the general theme running through this presentation, 
one obvious answer is that much learning can be directed toward the purpose of 
having adults understand better the whole aging process and how the aging 
process changes constantly the psychological and sociological patterns of their 
lives. Our purpose in such a program is simply to aid them in finding a better 
adjustment, to help them fear a little less because they understand a little 
more. <A concomitant of this aim is to give senior citizens—beginning around 
the age 45—a better understanding of the world in which they are going to keep 
living for a longer time than they might have suspected. 

One of the fine ane useful contributions in this field is the study-discussion 
series for adults entitled “Aging in the Modern World.” The textual materials 
include two books, one a handbook for members of the study group to guide the 
discussion under several different headings, and the other a book of hearings that 
presents carefully chosen selections from the great writings of the past that 
bear on aging. The sessions are planned for a series of discussions, and all are 
aimed at persons in their forties and fifties to enable them to become oriented to 
the facts and processes of aging. “Middle Age—The New Prime of Life”; “The 
Human Machine at Middle Life’; “The Challenge of Citizenship”; “Creating 
a Climate for the Middle Years” ;—these are typical chapter headings. The 
course was developed under the leadership of the division of gerontology of the 
University of Michigan with the cooperation of the Fund for Adult Education. 


2 Donahue, Wilma, “Changes in Psychological Processes With Aging,” “Living Through 
the Older Years,” Tibbits, Clark (editor) (Ann Arbor, University of Michigan Press, 1951), 
pp. 71-72. 

8 Lorge, Irving, “Capacities of Older Adults,” “Educaton for Later Maturity,” Donahue, 
Wilma (editor) (New York, Whiteside, Inc., and William Morrow & Co., Inc., 1955), p. 49. 
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These materials are of great utility to the community leader who wishes to begin 
working with middle-agers for the purpose of giving them some orientation 
toward the phenomenon of aging. 

There are, of course, many other areas in an educational program that are of 
interest to the mature adult. Information-giving courses and those that train 
in skills other than the ones associated with the wage earner’s job may prove to 
be popular. The problem appears to be not so much one of a dearth of available 
resources and opportunities as that of arousing interest in more older people to 
participate in the programs already set up. This raises the problem of communi- 
eation and should be handled through all available media. 

Older person's responsibility for education 

The older person, besides being alerted to the process of aging and receiving 
information about community programs in which he may participate, must 
develop some responsibility himself in the matter of continuing his education. 
He must want more information. He must seek means of sharpening his critical 
abilities. He must feel a need for appreciating such things as art and music. 
The professional adult educator, the church leader, the club president, and the 
program chairman can help generate some interest, but they cannot make the 
decision for the older person that he will become active once more in his own 
mental growth. This decision he must make himself. When more senior citizens 
feel these needs and express their demands and wishes for learning, education 
for che aging will really be on the move. 

There is no limit to the kinds of educational programing that can take place. 
A specific program emphasizing adjustment to aging and doing this in a creative 
manner has already been suggested. The public schools have also pioneered in 
making available training in various skills that have enabled many persons to 
follow an avocation with great curiosity, interest, and sometimes even with 
financial profit. The older person can also increase his range of appreciation in 
such fields as music and art. 


Opportunities in fine arts 


It might be pointed out here, however, and not too parenthetically either, that 
sometimes experience in appreciation courses has the very desirable result of 
stimulating older persons to learn to play a musical instrument, or learn to 
paint a picture. There are too few persons past 40 setting out to take their 
first piano or violin lessons. There should be far more persons past 40 out in 
the country over the weekends, not racing around in high-powered automobiles 
at breakneck speeds on already cluttered highways, but rather standing still 
with both feet firmly planted in somebody's black dirt, and painting a picture 
of what lies between them and the horizon. If these types of new learnings 
would happen to more people—and the illustrations need not be limited to art 
and music—fewer men and women would approach the retirement years with 
fears about how to fill their free time. 

Contribution of libraries 

Many libraries conduct outstanding educational programs for older people. 
“The Live Long and Like It Library Club” of Cleveland, Ohio, is an example of 
i wholesome activity involving hundreds. The main purpose is to keep its mem- 
bers participating in the community. The planners here feel that this is one 
way to keep older people mentally alert and wide awake as far as their general 
interests are concerned. Subjects covered in weekly programs of information 
education include current events, travel, natural history, astronomy, health, 
nutrition, and so on. The meetings are supplemented by information tables 
holding displays of books dealing with the same subject matter. Not only has 
the library been successful in stimulating the interest of hundreds of older 
people in Cleveland, it has brought to the group the opportunity to become 
acquainted with many of Cleveland’s younger citizens who give of their time and 
personal resources to make many of the programs possible. 

Educational experiences similar to those in Cleveland’s library are going on 
in Boston, Brooklyn, Chicago, Milwaukee, and Minneapolis. The size of these 
cities, however, should not deter leaders in smaller communities from planning 
With library officials special programs directed toward the senior citizens of the 
community. 

In our own city of Kalamazoo the local committee on aging and aged is 
beginning a new project called Senior Citizens’ Seminar. The purpose is to offer 
an opportunity to the retired men of the community to come together regularly 
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and hear lectures on matters of interest to them. Intellectually stimulating 
discussions will follow the lectures. Once they get underway, the seniors will 
plan their own programs. The meetings will be held in the public library on 
Wednesday mornings. 

Colleges and universities 

Colleges and universities, too, have responsibilities in the matter of educating 
the aging, and educating for aging. Many of them have developed correspond- 
ence courses designed for older persons themselves, or for lay leaders who wish 
to become better prepared to help organize programs for the aging in their own 
communities. The first correspondence course for persons 50 or older, and 
directed toward their own better adjustment, was offered in 1952 by the Univer- 
sity of Chicago. 

Besides courses for home study, many colleges and universities regularly offer 
evening courses open to adults of the surrounding community. Some have even 
opened such courses to free enrollment for persons over 65 years of age. Here 
again, we are only beginning to understand the potential that lies ahead in 
developing the evening programs of institutions of higher learning. Coupled 
with these activities, is the possibility of sending to local communities the re- 
sources of the colleges and universities resulting from the development of exten- 
sion programs. Local leaders should not overlook the possibilities of securing 
collegiate help in developing significant programs for senior citizens in the field 
of education. The local community college, the church-related college, or the 
State-supported institution—all these have rich contributions to make to the 
program for senior citizens. 


Extension programs of colleges and universities 


In many States, and this is especially true in Michigan, the tax-supported 
colleges and universities have gone a long way in making program planning and 
consultant services available to local communities that wish to develop general 
or specialized programs for the aging. 

Persons responsible for organizing committees on aging in Michigan should 
feel free to establish close liaison relations with the colleges and universities 
that serve their areas. In this manner, many of the rich resources of the State 
institutions may be made available in developing programs of education—and 
for other purposes—in the community. Much is already being done, but much 
more can be done by marshaling the resources of these institutions behind this 
statewide and national movement of arousing awareness of the phenomenon of 
aging, and aiding the individual to adjust to it. 

The Michigan Coordinating Council of State College Field Services, composed 
of the extension or field service divisions of each of the nine tax-supported col- 
leges and universities, has access to many persons representing extension staff 
or college and university faculty, who can give expert service in planning pro- 
grams, in assisting in community development projects, and in making speakers, 
teachers, and other resources available. 


Institutes of gerontology in universities 


Beyond general types of assistance that may be given through the extension 
divisions are also the more specialized services coming from institutes or divi- 
sions of gerontology located on our university campuses. In our State, we have 
the division of gerontology of the Institute for Human Adjustment at the Uni- 
versity of Michigan in Ann Arbor. Besides encouraging local communities in 
their efforts, and promoting research in the field, such specialized services as 
preretirement counseling training programs for industry are made available. 
Educating the older adult to accept retirement is a phase of his general adult 
education that is of crucial importance. 

Other States have formed institutes of gerontology in connection with their 
university services to communities in the areas they serve. Connecticut, Minne- 
sota, lowa, Florida, and many others, have founded such centers to draw a focus 
to campus research in aging and to channel to local areas the university re- 
sources that can be brought to bear on the problem of continuing education for 
all of us over 45. 

As a result of our own statewide participation in the White House conference 
activities, it may be expected that the interest in aging that will be generated 
will cause the citizens of Michigan to request even more services from their 
institutions of higher learning. With these increased demands, it is expected 
that more universities in our State will establish institutes of gerontology to 
facilitate furnishing educational services of benefit to the aging. 
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The exceptional adult 


So that we do not become complacent in our attempt to serve the normal 
aging adult, mention should also be made of the special needs of the exceptional 
adult. There are persons among us who are 50 or more years of age who are 
deaf, partially sighted, blind, crippled, paralyzed. There are many in some 
communities who have never learned to read or write. There are senior citi- 
zens With chronic illnesses that have confined them to the home. But most 
of them are educable. Most of them may vote. Here are large areas of spe- 
cialized needs in adult education, specialized needs sharpened even further by 
the aging factor, that in many cases are not being met. Programs for excep- 
tional children were not numerous when many of these people were of com- 
pulsory school age, and formal training may have passed them by, or given them 
up. Yet who is there that will deny the community’s responsibility for their 
continued education ? 


Conclusion 


To summarize, it would appear that if education is to be regarded as an im- 
portant adjunct to positive adjustment to aging in all its ramifications, resources 
should be organized to make education's influence felt. Adults can learn. Adults 
can learn new things. They can arouse dormant curiosities and they can think 
new thoughts. Education is one avenue through which a person can plan an 
approach to the later years that will mean for him an eventual fulfillment of 
purpose, rather than the disappointment that may come at the cessation of 
vocational achievement. Continuing education and growing old gracefully 
would therefore seem to walk hand in hand. 


Senator McNamara. I will be very happy to hear from Miss Coover. 


STATEMENT OF MISS HELEN COOVER, ASSISTANT DIRECTOR, CITY 
RECREATION DEPARTMENT, KALAMAZOO, MICH. 


KALAMAZOO DROP-IN 





CENTER 


Miss Coover. As Len has said, it is in a church. We had three 
different places that offered their facilities to us, the “Y,’ Senior 
Citizens Home, and this church, and they would let us have it 5 
days a week with a program from 1 to 4 every day, and I think that 
is very important. When we started last April it was with a little 
a and trembling when we sent out invitations, but we found that 

92 people were w illing to try and see what this new thing was and 
today we have 279 active members and, in addition to that, we have 
150 on our friendly visitor list. So we go and visit regularly once 
or twice every month. In a friendly or in a drop-in center it is im- 
portant to have a great variety of activities. People don’t just want 
to sit and play cards as we found out. 


ACTIVITIES 


Just to give you an idea of some of the things we have tried already 
since April and have found very exciting to ‘them. They have been 
singing and dancing and storytelling and arts and crafts and hobbies 
of all kinds, picnics, swimming, outings, boat rides, concerts, creative 
writing and dram: ities, jewelry making, shuffleboard, which is very 
are ir, cards, horseshoe pitching, reading, weaving, radio and TV, 
art, bowling, checkers, potluck, movies and T could go on with a long 
list of things. Sometimes, when we provide our programs, we think 
we have to have card playing and bingo and that’s the end of it, but 
not these people. We believe that a person may be aged and physi- 
cally burdened, but he still retains a lot of skills and a lot of artistic 
43350—60—pt. 6-10 
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abilities and literary talent that linger a long time and we have 
to have a great deal of variety and real challenging programs, 

{ wish I could show you the picture of the people that came there 
with lone face and “I don’t suppose you want me, * and today it is 
“Hi. How are you?” 

it certainly has been a great thing. 


CLUB LEADERSHIP 


Now Iam not sure. There are certain things we have discovered 
and again we have just started but we found you must make your 
club leadership very, very warm and cordial. It can’t be one of those 
cold eut-and-dried things. Cold efficiency and discipline just make 
the people drop right out. We tind out you have got to keep your 
club very democratic. Don’t wait on your members too much. Let 
them do everything that they possibly can. Don’t permit favoritism 
to anyone. Introduce as many ideas as you can. Don’t have any 
week or any day the same, if possible, and don’t have your directors 
be counselors and relief experts or nurses. We are just there for 
fun. I don’t think it matters so much what type of organization you 
have or what type of program, just so you create for these older people 
a place where they can have a good social life with warm companion- 
ship with very pleasant activities. 

Now in addition—I could talk a long time about some of the things 
we have done and what is done for the people but just the fact we have 
279 members from the little start since last April I think shows you 
it is something that is very much needed and very much used. 


FRIENDLY VISITOR PROGRAM 


Now the friendly visitor program, we have that in conjunction 
with our center and we have 150 on our list right now, people that 
have been bedridden, that have been in the house for a long time 
and can’t get out, and that could be multiplied and multiplied and 
multiplied. We just happen to have 150. Now this friendly visitor 
program again is who are those people who are visited? Just anyone 
someone has called up and said “I think they need a visitor,” and who 
are the people that go on these friendly visits? Those are the people 
from our center that offer their services and we feel are the type 
that can go and make them feel better after they have been there. The 
services of the volunteer are very simple. They provide a relaxed 
hour or so of casual conversation about old times, the state of the 
world today, knitting and crocheting, and that type of thing, but not 
anything concerning their ailments are mentioned, I hope. 

Birthday cards and Christmas cards and monthly friendly visitor 
newsletter is sent to all of these people, and then when we go we take 
them a little jam, a little jelly or a few cookies, or maybe a flower or 
two out of the garden—not now, that we did this summer. 

Now our work with the center again—you probably want to ask 
some questions on it. I don’t want to talk too long. 
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ECONOMIC INSECURITY OF MEMBERS 

lt has been brought to our attention—I have heard it mentioned 
two or three times here—the question of “How am I going to live on 
$50 or S60 a month with medical bills and with no Blue Cross and 
so forth; how am I going to live on $50 or $60?" Oatmeal gets to 
be kind of a stale diet if you have it day after day, which I know some 
of our people do, but how are they going to get medical care when 
maybe their family doctor has died and maybe “Can we have free 
medicine, can we have a place where we can go and get medical care,’ 
and do they know about it. 

There is that insecurity, economic insecurity marked all over their 
faces, and then more neighborhood centers I am definitely convinced 
is something that is drastically needed. Public school buildings are 
overcrowded now. They will give us a room in the evening but the 
evening is not the time when you need this kind of a program. 

Someone else has mentioned the fact that we need very definitely 
some more trained leadership, more personnel and we also need I think 
at. the local and State and Federal level a little more understanding of 
the problems of these aged people. 

I think then we owe them a chance to have a place where they can 
have warm companionship and feel wanted. 

Senator McNamara. I think your closing remark is really impor- 
tant, that the greatest need 3 is the feeling of belonging to society, not 
being shunted aside and I am sure with your approach that you will 
vo a great way in furnishing this need. You mentioned this friendly 
visitor phase of your operation. Did I understand the visitors are 
generally the people from the drop-in centers themselves ? 


TRANSPORTATION A PROBLEM 


Miss Coover. Normally, they are, yes. We provide transportation 
for them to and from the person they are visiting. In fact they are 
doing that today while we are gone. Also transportation—lI didn’t 
mention that. That is another very definite problem. ‘The bus serv- 
ice is poor. It is expensive and when you have a center down in the 


center of town it is difficult for many of them to find relatives and 
neighbors. 


Senator McNamara. Is it a privately operated transportation 
system ¢ 

Miss Coover. Yes. 

Senator McNamara. I suppose you know in Detroit we have a pub- 
licly operated tr: insportation system and the older folks are given 
a reduced rate at certain hours to go to the centers; and there are 
constantly increasing numbers of them there. This is very helpful, 
even though it is a nickel or a dime reduction round trip, it means 
something. 

Miss Coover. We have mentioned that but we haven’t gotten very 
far. 

Senator McNamara. Well, perhaps people are short sighted. I 
think as a matter of fact a transportation company can make money 
on it because it is off-peak hours. They have to do some selling. 
You say your centers are just for fun, and I am sure they are that, 
but do you find any interest on the part of the people to take part in 
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civic projects, community drives of various sorts? Shouldn’t — 
be encouraged to do this?’ This is fun too, if properly approach 


COMMUNITY SERVICE PROJECTS 


Miss Coover. We haven’t done too much of that. However, we did 
have one day set aside for community services, to do cancer bandages 
and friendly services also in that category. We do things for the 
hospital. We have been asked in the future to make some things for 
the Lions club and so forth. So we are going to do more of that. We 
set aside one day a week but I consider that fun. 

Senator McNamara. Yes, we find many groups such as the one you 
are concerned with take an interest in politics, and really enjoy 
working at it, and it gives them something very alive to work in. 
They perform a real service. 

Miss Coover. At the last city commission election everyone of the 
commissioners running for office was contacted by our people and 
they came down to our center and some of them I am atvaid passed 
around some little tickets for some of them. They are very much 
interested in politics. In fact we try to keep them interested in 
everything. 

Senator McNamara. We have had drives in certain areas of the 
State for funds for schools, and we find people who are retired take 
a real interest and perform a real service in this and many other types 
of community activity. Call it politics or whatever you will. I am 
sure you will get into this area the way your or ganization is develop- 
ing. Thanks very much. It is good to see somebody who is as en- 
thusiastic as you are about the program. You just radiate enthusiasm, 
and the people are very fortunate to have people like you take an 
interest in this field. 

Now, Mr. Gernant, you are concerned primarily with education 
and the needs of education for older folks. Do you find that our 
library services are properly provided with material in this area? 


LIBRARY SERVICES 


Mr. Gernant. I think the problem in regard to libraries is not so 
much an increase of material, Senator, as it is to have librarians all 
across the country awaken themselves to the needs of the older persons 
per se. I follow that statement immediately to say already in many 
places all over the country the librarians have really taken the lead 
as far as cultural opportunities and activities for older people are 
concerned. 

The Cleveland library in Ohio has, for example. It has long been 
a leader in establishing forums and this sort of thing, calling upon 
research persons of its own community. These forums are supple- 
mented by display of materials along the lines of the discussions. 

You may be interested to know that following that pattern we have 
just released publicity this past week inviting “the retired men—this 
is for men only in Kalamazoo—to come tomorrow morning to our own 
new library, where we hope to establish what we call a senior citizens 
seminar. Here we intend to have discussions of politics, and this sort 
of thing, public issues, and what-not given by experts whom we can 
find right in Kalamazoo and many of them right from the ranks of 
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the retired men. We are trying to show these men that they have 
among themselves their own resources out of which they can make 
programs and exchange ideas with each other and have a very suc- 
cessful time. We intend to do this once a week; probably every 
Wednesday morning for a two-hour period. 

This is headed up by the community relations counseler at the Kala- 
mazoo public library and we don’t know how it will go but we rather 
think it will be a successful experiment. So I would say in answer to 
your question if we can alert the personnel running the libraries all 
over the country to the needs of older people, we are going to have a 
most cooperative group to work with in that undertaking. 

Senator McNamara. I am sure of that. From your experience do 
you believe the U.S. Office of Education is doing enough in the educa- 
tion of retired older folks? 

Mr. Gernant. Well, of course, being in education most of my life 
I should reply by saying there is no office of the United States any- 
where doing enough for education. However, let me qualify that by 
saying we have found in our own office in working with our Michigan 
commission on aging, if I may dwell on that for a moment, that the 
Office of Education in the Department of Health, Education, and 
Welfare is the most cooperative place. Men and women who are 
working there, I think like all other good Government servants, are 
extending themselves to alert us and others in this field in making sta- 
tistics and bulletins of all kinds, study materials and bibliographies 
available for the use of those back in the local community. 

We find of particular value are the publications of the office that 
summarize the new books and pamphlets in the field. We find that 
men like John Holden, Clark Tibbetts, Mr. Fitch, and so on have all 
been very helpful in making material available. We can get most 
anything we want from that office. 

Senator McNamara. That is very interesting. Do you find any 
reluctance on the part of these older folks to enter into educational 
programs, or are hn generally anxious to participate? 

Mr. Gernant. I think the older folks who are not participating, 
Senator, and there are thousands of them over 75 even, who are not 
participating in programs they might find of interest, are in the spot 
of overcoming their own prejudices and their own traditional thinkin 
in this country. We seem to think the only people who can learn an 
learn fast are the young people. This simply is not so. Older people 
may have slightly less dexterity in learning how to play the violin or 
piano due to arthritic joints and that sort of thing but they have 
judgment and they have wisdom and they have learned how to think 
reflectively. These strengths they should apply to new learnings. 

We can cite in answer to your question isolated examples of men and 
women over 50 and 60 who have turned to new pursuits, whether this 
involves becoming an expert in playing chess, or in the case of Miss 
Coover’s drop-in center an expert at playing shuffleboard, or doing 
something in the fine arts. I don’t think we can all become a Grandma 
Moses or a Grandpa Moses. I don’t know what your hobbies are, 
Senator, but I wager if you wanted to paint pictures, you can buy 
tubes of red, blue, and yellow paint, and some white, and get yourself 
some brushes and a palette and canvas and within a few weeks be 
having a lot of fun. 
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Senator McNamara. I have tried it. Thanks very much. I am 
sure the testimony you have given us will be most helpful. Incident- 
ally, does the recorder have a copy of your statement? We want it for 
the record and it will be printed in its entirety. Thank you both, 

Mr. Gernant. Thank you for inviting us. 

(The prepared statement of Miss Coover follows :) 


PREPARED STATEMENT OF MISS HELEN COOVER 


The Kalamazoo Council of Social Agencies Committee on Aging and the Aged 
Was organized a little over a year ago. Studies in many areas of interest to 
the aging have been started. This committee has given impetus to the organ- 
ization of a drop-in center and a friendly visitation program, which was begun 
last April in the recreation rooms of one of our local churches. 

Money for the personnel was voted by the Kalamazoo City Commission, the city 
recreation department was given the job of supervision and several local clubs 
donated money for refreshments and materials in order that we could get 
started. 

Invitations were sent out to a long list of our senior citizens, and then the 
27th of April 1959 arrived. Ninety-two men and women left their little rooms 
with worn carpet, old beds, and tattered curtains at the windows and made 
their way to the drop-in center. 

There was Mr. Smith, formerly a gardener for the city, Mrs. Brown who had 
been a government worker, Mrs. Goldwood who had given her country four 
sons in one World War, Mrs. Loomis, formerly a music teacher, Mrs. Baker a 
school principal, Mrs. O’Casey who was once a fine violinist and Mr. Jones 
once a carpenter. These were the people that came that first day. These were 
the people we walked past every day, but now that they have silvering hair 
and poor eye sight they were fading monuments by the wayside. That was 
last April. 

Today there are 279 active members of our center and over 150 shut-ins that 
are regularly visited by our friendly visitor group. At the present time Kala- 
mazoo is getting a “shot in the arm.” There is a stirring that is being felt in 
many lonely rooms, on the park benches, by the slow feet walking the streets. 
Older people in Kalamazoo are beginning to matter. Somebody cares. 

And the foree behind the stirring is gaining strength. Now the old with 
“no place to go” are going some place and are expected and welcomed. They 
are leaving the rooms, the lonely rooms, and good things are ahead—good com- 
pany and a bright, warm room with laughter. 

What is the new life for these people?—It is the Central 60 Plus Drop-In 
Center, organized recreation for older people. It is free and for everybody: 
white, black, rich or poor. Almost anything they want is available to them. 
They take part in all sorts of interesting programs, games, singing, dancing, story 
telling, arts and crafts, hobbies, picnics, swimming, outings, boat rides, con- 
certs, creative writings, dramatics, jewelry making, shuffleboard, cards, hikes, 
horseshoes, fishing trips, weaving, radio and TV art, bowling, checkers, chess, 
whittling, auto rides, garden parties, travelogs, movies, potlucks and water 
color classes. 

Social life is jampacked with activity. Every week the group gives their 
“pipes” a good workout. The center has regular showings of fine movies and 
travel pictures. Members have taken part on several radio and TV broadcasts. 
When you add up these activities and a host of others, when you see these gray 
heads together planning things to do, you get a warm glow. 

A weekly cancer bandage workshop makes a wonderful contribution to the 
eancer society. This project is not confined to just women. A monthly birthday 
party affords retirees with an opportunity to celebrate births of all their group 
born that month. The celebration includes singing, dancing, entertainment, and 
refreshments. Members look forward to this activity with eagerness. Im- 
promptu entertainment turns up at every celebration held by our group. Talents 
of members are always utilized and encouraged. There seems to be a new glow 
on their faces. They have something to live for and sing about. 

Our program believes that even though a person may be aged and physically 
burdened, he still retains certain skills. Artistic ability and literary talent 
linger through the years. So do imagination, education, and that worthwhile 
value known as commonsense. Sociability toward others of similar age also is 
a lasting attribute among most people. 
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We have found out that you must first make certain that club leadership is 
warm and cordial. Cold efficiency and discipline will make members drop out. 
Lonely persons who come into an unfamiliar group tend to be too amenable to 
domination. Try to prevent aggressive members from dictating group thinking. 
After a long period of becoming acquainted naturally each member can be drawn 
out more easily to self-expression and individual activity. 

Keep the club democratic. Do not wait on members too much. Do not permit 
favoritism in any form. Introduce new ideas, don’t force them. Encourage an 
atmosphere of gaiety. Limit the club to 50 members if possible. The smaller 
the group the better. It’s better to have many small groups than a few large 
ones. Encourage members to become doers and not spectators. 

Directors should not become counselors, relief experts, nurses, or purchasers 
of new glasses. It is so easy to yield to that temptation, but it is better to 
have information about referral agencies at hand and to give this information 
to those who need direct help. Save your club for fun. 

It matters not so much what type of organization we have or what type of 
program we promote if we somehow create for older people a new social life 
through warm companionship and pleasant activity. 

We owe the older person the possibility of living his later years without the 
pain of frustration and rejection. We owe him the chance to contribute his 
energies, his experiences, and the wisdom of his life to the life around him. 

Another important part of our drop-in center is the friendly visitor program. 

What is this program ?—The friendly visitor program is an organized plan for 
visiting aged, lonely, or shut-in persons of our community. It is now an integral 
part of the Central 60 Plus Center, and is under the direction of the center 
director. 

Who are the persons visited?—Most of the persons served are elderly men 
and women who receive old-age assistance, whose physical or emotional well- 
being is impaired by loneliness and lack of attention. They may be living alone 
at home or in one room, or in a boarding or nursing home. They may be com- 
pletely or partially helpless, sick or well, but they have one need in common— 
someone to take an interest in them. 

Who are the friendly visitors?—They are volunteers from our 60 plus center 
who visit those needing the service. All have had two sessions of orientation 
and attended regular monthly meetings. This has been a most effective means 
of sustaining interest. Through these meetings the learning experience is 
expanded and continued by informal discussion of their experience and rela- 
tionships and reports of their visits are made. 

Services of the volunteer are kept simple. They provide a relaxed hour or so 
of casual conversation about old times, the state of the world today, Knitting 
and crocheting patterns, sports, hobbies, gardening, ete. They are to provide 
sympathetic listening, sometimes the only card at Christmas or when another 
birthday has come around. They may help with small errands, bring plant 
cuttings and write letters for the arthritic, who no longer can hold a pen. 

Birthday and Christmas ecards and a monthly friendly newsietter are sent to 
all of our group. 

Our work with the 60 plus group, here in Kalamazoo, has pointed up several 
specific problems. There is the question of how they will live and whether 
they can be properly fed on their very limited income; how their ordinary 
human needs will be cared for; whether they can afford any medical care and 
how their living quarters will be kept clean. 

Certainly one of the most serious problems facing older folk today is economic 
insecurity. They have fixed, low incomes and very few reserves for emer- 
gencies. It is reported that in Michigan at least one-fifth of the aged live at 
a level of bare subsistence, and more than half probably have less income than 
Government budget experts estimate is needed to maintain a modest but ade- 
quate standard of living. 

Many more neighborhood centers are needed. Public school buildings in some 
cases are available after school, but their usefulness is limited. We also need 
so desperately many more workers trained for leadership and personnel at 
the local, State, and Federal level, who understand the problems of our senior 
citizens today. 


Senator McNamara. You have been very helpful. 

We have a couple of statements that have been furnished here that 
we want to make a part of the record and we will ask the recorder to 
see that they are inserted at this point. 
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(The statements referred to follow :) 


PREPARED STATEMENT OF Rosert L. BRoucEK, CITy MANAGER, Ciry oF Two Rivers, 
WIs. 
City oF Two RIVERS, 
STATE OF WISCONSIN, 
November 16, 1959. 
Hon. Pat MCNAMARA, 
U.S. Senator, 
Committee on Problems of the Aged and Aging, 
Senate Office Building, Washington, D.C. 


Dear Sir: The attached is a statement of intent and philosophy of the city of 
Two Rivers, Wis., pursuant to notice of committee hearings on the problems of 
the aged and aging. We offer this statement with the sincere desire that a 
solution to a problem of long standing may evolve. 

Our city is only one of the many cities in Wisconsin and the United States 
that is faced with the problem of expanding services to the aged and aging 
with limited resources to accomplish this end. 

It is presented with a view to bring out as many pertinent facts as we could 
gather from our community. 

Respectfully submitted. 


Rosert L. Broucek, City Manager. 
PHILOSOPHY AND BACKGROUND OF TWO RIVERS, WIS. 


Honorable Senators of the United States of America, in response to a need, 
far greater than my poor talents afforded me to prepare this statement on be 
half of my community, I present to you a multifaceted statement of a condition 
which cries out for solution—a problem that began in our city in 1838 when 
Two Rivers, Wis., was settled by pioneers—a problem that is still with us today 
and shall be with us for, I fear, many years to come if immediate action 
is not taken. 

Our city grew, from a small settlement in 1838, to a thriving, vigorous, ma- 
ture community approximating 14,000 people of the 20th century. In matur- 
ing, our citizens matured as a piece of fruit matures—they became old. Our 
history is antique by definition, and our citizens bear their longevity as pebbles 
on the beach, for their number is great. 

Recently, our city viewed with deep remorse the passing of Arnold Zander, 
the organizer of the early Socialist Party in the State of Wisconsin. Mr. Zander 
was 92 years of age. I mention this event because it is typical of the longevity 
of our people. 

We have been justly called a workingman’s community—a workingman’s 
community with a workingman’s resources. Every year demands are made on 
our resources to build schools for our children, roads to drive upon, and, lastly, 
it is reported our resources go into the sewers we must construct to keep our 
people alive and healthy. 

In the past days of our community, sacrifices were made by today’s senior 
citizens who gladly supported the growth and prosperity of our community. 
Today, and tomorrow, they are once more being called upon to give for the 
growth and prosperity in the community while little is offered in return for their 
past sacrifices. This pattern or dilemma is inherent in urban growth and should 
be reversed in order to save a human resource—the aged and aging, whom I 
submit should not rank on a scale lower than other age groups in terms of 
priority of attention. Unfortunately, urban areas cannot cope with this dilemma 
and little or nothing is being done at the local level due to the lack of resources. 

The city, creature of the State, in order to provide services to the whole of its 
corporate stockholders, flounders with an appetite for schools, public works, 
police and fire, sanitation and public health. Yet there is no reward which 
should be of a right to the aged and aging for their contribution to satisfying 
the municipal appetite for services. 

This, we submit, is our philosophy on the problem. However, let us first 
explore the problem as it affects the city of Two Rivers. 
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ONE ASPECT OF SERVICE 


In the area of recreation which is one facet of service rendered by our city, I 
asked the director of recreation to compile a résumé of yearly activities broken 
down into age groups served and the approximate cost of serving the recrea- 
tional and community needs of each age group. Per capita cost was considered 
and reported upon. The recreation director’s report stated that as far as our 
program for the aged and aging is concerned, we offer a purely social recreational 
program. Out of approximately 650 to 700 residents eligible for this program, we 
are serving about 140. While we feel that what we are offering this group is 
worth while, we feel that on the basis of what we are spending and the services 
we are extending to all of the other age groups, our program is totally in- 
adequate. If limitations were not placed on our services due to a limited 
budget, limited staff, and limited facilities, we could and should offer the aged 
and aging a well-rounded program which would answer their needs far beyond 
those of a purely social and recreational nature. 

The following is a table of estimated cost and attendance of our recreational 
program : 


Estimated | Estimated | Per capita 
| attendance, | cost cost 


Children, 6 to 12 years_- 
Teenagers, 13 to 18 years Nardiscuahectchatoa a ahtigesboe 
Young adults, 18 to 22 years. ...............- 13, 000 
Adults, 23 to 39 years. .__- : sl 37 12, 500 
eee Sas. Go OG Ge NOUN ing cccncacctacnuceasiobeasawcedoaan 28, 3, 000 
Aged and aging, 60 and over A 6, 000 | 2. 000 | 


$30, 000 | 
20, 000 


OE Cn iocdccsundacesdesaddseocibladiasenamete 
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THE DIFFERENCE 


What sets the aging and aged apart from other groups? This question has 
several answers, beginning with the physical characteristics that differentiate a 
senior citizen from other age groups. Their mental attitudes toward society 
and the other groups defined as having an age in common sets them mentally 
and emotionally apart. Identification with the past day through their social 
unbalance then tends to be reinforced from day to day. Summed up, this 
means an attitude on their past formulates and is compounded by an impression 
made on other age groups which in turn becomes the attitude of these groups. 
End result: identification in fact of the aged and aging as a separate group 
outside of other age groups. 

THE SIMILARITY 


The exact quotation from Shakespeare’s “Merchant of Venice” escapes me, 
but “If you cut me, do I not bleed? If you pinch me, do I not feel pain?’ is 
appropriate. We all share similar feelings in the pleasure and pain principle. 
We are all motivated in varying degree by similar things. 

To be old can mean another identification with that of the very young, for 
in many cases the same amount of attention given to the very young and school- 
age child must be given to the aged and aging. 

The basic premise is that similarity exists between all ages when it is per- 
mitted, with the exception of the very old and infirm and the very young Homo 
sapiens. 

FORCED ROLE PLAYING 


Some of the effects of forced role playing dissimilarity in the aged and aging 
role may be the crux of the entire problem once it has been established that aid 
is necessary. The general tendency is a withdrawal from active integrated social 
life with other age levels. A general tendency toward a clannish existence is 
the rule with little interplay in the community’s social and civic affairs. 

There appears to take place as a part of the role of the aged and aging a 
relegation to unclear thinking and attitudes in the frustrated “what’s the use” 
phrase on their lips. Carried a bit further, the frustration may find an outlet 
in alcohol and in instances as acts against nature. More than once our police 
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have been confronted with seemingly illogical answers to questions of ‘‘Why did 
you do this?” Invariably the individual states he did thus and such on an 
impulse. 
PURIFICATION 


OF OUR CONSCIENCE 






The needs are great to combat the problems we are facing. If even for the 
selfish motive of salving our conscience, aid to our senior citizens must become 
a reality. Probably this portion of my statement should be entitled “Needs in 
Our City.” 

Our need is for additional resources with which to construct the necessary 
facilities to service our people, to conduct programs that have been desperately 
needed years ago. I list for one the need for a true community center where 
all age levels may congregate—some to conduct normal social affairs, some to 
merely seek the solace of a quiet newspaper and periodical reading room, and 
others a place to meet and greet new and old friends of long standing—a com- 
munity center where a variety of activities are carried on and where all may 
be served. : 

Our needs include such facilities and services as outpatient public health 
nursing clinics where physical attention is just one segment of the service, 
a facility and service of which the emotional well-being of those cared for is 
equally of prime consideration. Connected and inseparable is our need for a 
convalescent and nursing home to attend to the chronically ill of the aging. 

To emphasize the above as a desperate need, our city of Two Rivers, Wis., is 
currently appealing to the National Government with respect to converting 
our present critical hospital facilities into such an institution and aid in erecting 
a new wing in its place. 

THE WAY BACK 


As a prime goal in any proposed program to aid the aged and aging, emphasis 
should be placed on integrating our senior citizens back into the society they 
are forced in too numerous instances to leave. 

Programs whose emphasis is recreation should recognize the importance of 
integrating the aged and aging with all age levels participating whenever prac- 
tical. The barriers should be dropped and the emphasis should be placed on 
participation and not so heavily on competition. 

The process of integration can also be carried on at the level of avocational 
activities. Herein lies a fertile field to explore for providing active and interest- 
ing outlets for the aged and aging at and with other age levels. 

Finally, an academic program should be created to teach and publicize the 
integrating process, and to furnish the aged and aging with information neces- 
sary to discharge their legal responsibilities; i.e., wills and old-age assistance 
insurance. The academic approach should be carried on simultaneously with 
other age groups. 

CONCLUSION 


The city of Two Rivers earnestly appeals to the Congress of the United States 
to make available the necessary resources to the local level for the programs 
outlined in the text of this statement. It is our opinion that the National Gov- 
ernment is the authority capable of providing for the aged and aging in our 
time. Wein cities are capable of administering to our people, but lack the neces- 
sary resources to provide programs that even approach adequacy. 


PREPARED STATEMENT OF THE MICHIGAN SOCIETY OF ARCHITECTS 





The Michigan Society of Architects, speaking for the organized architects in 
Michigan, is indeed grateful for this opportunity to air its views and to make 
known some of its problems when dealing with housing for the aged and aging. 
In stating that they are interested in housing for the aged, they mean that they 
are interested in all the aspects and all the problems that need to be solved for 
the aging. Because for an architect to design a small home, an institution, or 
a nursing home, he must be familiar with the wants and limitations of the people 
for whom this is to be built. The larger his background in this field the better 
service he can give, and for that reason alone it behooves him to gain knowledge 
wherever he can. 

It may seem absurd to many that so much has to be learned about housing for 
our older citizens, but the rapid changes in the social and economic pattern 
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explain why this is so. However, to a limited degree the aging are housed 
today and in many instances well housed. So when taking stock of the situation, 
a pattern emerges which in rough outline is something as follows: 

Elderly people sometimes are housed in: 

(a) Single or double detached dwellings. These may be in groups or 
seattered through the community. Complete independence for the occupants. 

(b) Row houses, one or multiple story. This type makes for lesser 
independence but gains a great deal in sociability and ease of care. 

(c) Apartment buildings. This way of living has an attraction for many 
because little or no upkeep is required of the occupant. 

(d) Institutional living. This has been in use for a long time, and for 
those who do not mind a certain restriction of independence it is a good life 
with better opportunities for care when faculties are failing. 

(e) Nursing homes. For the care of the chronically ill or temporary care 
for those who need it due to special circumstances. 

These types of housing are owned or operated by: 

(a) Private individuals for detached dwellings. 

(bv) Churches. 

(c) Labor organizations. 

(d) Fraternal organizations. 

(e) Government—Federal, State, or local. 

(f) Private groups, nonprofit. 

(g) Private groups, profitmaking. 

In addition to housing there are other aspects of the problems of the aged and 
the aging which call for the skill of the architect in some ways, such as occupa- 
tional therapy, physiotherapy, recreation, and medical service. 

Any in many cities there are flourishing drop-in centers, places where people of 
60 and over meet for social purposes. Another fine feature in use in some cities 
is what is known as meals on wheels, where a central kitchen prepares food 
which is delivered to the house or apartment of an older person who is in need of 
this. 

In the creation of all the different things mentioned, an architect can and must 
render service. The architects of Michigan are ready and willing to render such 
service. Then what is it that they would like to ask from or recommend to the 
Federal Government? 

In single houses aid is needed in financing, and even though the Housing Act 
of 1956 does provide in a large measure for relief, not many older people seem to 
make use of this opportunity, due to lack of knowledge on their part or difficul- 
ties in obtaining such loans. Ownership and operation of retirement villages 
and institutions have been handled adequately by churches, labor, fraternal, and 
other organizations, and it is recommended that wherever possible that pattern 
be continued. Government to have a share only where conditions make it 
impossible for others to operate effectively. However, financial aid will be 
needed and this could be granted by the Federal Government on a matching 
basis. 

As to technical knowledge much has been gained and some architects are 
fully competent to handle any phase of these problems. However, there is 
little documented knowledge available. The only way that this ean be pro- 
moted at present is for someone to write a book or many books, something that 
is still in its beginning and should be encouraged. The Federal Government 
is in a much better position to conduct research in the purely technical field and 
as a result of such research can establish standards and issue recommendations. 
Individual architects and even their professional organizations will never be 
able to do this themselves to the extent that the Federal Government can. 
Government can set up certain criteria; they can compile and coordinate pres- 
ent knowledge which now is scattered all over the country. Matters of zon- 
ing, land utilization and community planning can be explored, and aid given 
in programing for nursing homes, old-age homes, and other institutions. 

In all these things the architects of Michigan and other States are willing 
to cooperate and assist. They already have made some significant contributions 
and are anxious to do more. It is a great opportunity to appear before this 
committee, something that is truly appreciated. We thank the committee for 
the time it has given us and for the courtesy shown. 
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PREPARED STATEMENT OF THE KENT County (MicH.) MEpIcaLt Society 


On behalf of the Kent County Medical Society I would like to thank the sub- 
committee for choosing Grand Rapids as one of its study cities. Having some- 
what less than 400,000 population it is representative of the majority of the 
Nation’s communities, even though its percentage of over-65-aged persons is 
above average. 

We commend you for seeking a broad appraisal of the problems of the aged and 
aging and thank you for inviting us to appear here today to tell you of our 
eoncern for and activities in easing those problems in our city, particularly as 
they pertain to health. 

The biggest problem of health care facing the elderly (or any other segment 
of the population, for that matter) seems to be the availability of health care, 
and the ability to budget or pay for it. 

We have faced up to these problems as a profession and for years have re- 
peatedly urged the establishment of a medical school in the Grand Rapids area. 
The value to our community of such a facility would be incalculable. 

Also, the doctors of medicine in this area always have cared for their patients, 
elderly or otherwise, on an individual personal basis, without regard to the 
patient’s inability to pay. 

Beyond this, however, recognizing its further responsibility to the community, 
the Kent County Medical Society, through its committees and individual mem- 
bers, has pursued some notable programs, which bear brief description. 

(1) Two of the society members serve on the Coordinating Council for Aging 
of Kent County. This is an organization of lay, business, labor, and professional 
representatives which tries to explore and solve the problems of health, housing, 
finance, employment, recreation; in short, anything that affects the comfort, 
heaith, and happiness of the older age group. 

(2) Through cooperative effort with the department of social welfare and 
members of the staff of the Maple Grove facility (a domiciliary hospital for 
the indigent of Grand Rapids and Kent County) a committee of the Kent CMS 
has screened the patients for rehabilitaion and classification according to physi- 
eal ailment. Following this screening many of the elderly have been discharged 
to their homes and ultimately returned to gainful employment. 

(3) In cooperation with the county and State health departments, the county 
welfare office, and the coordinating council for aging, the members of the Kent 
CMS will examine and carry out a survey of all applicants for welfare between 
the ages of 60 and 70. To determine their physical needs, particularly of re- 
habilitation, these examinations will include a complete history (medical and 
social) and a complete physical with laboratory work indicated. 

(4) The individual physicians, in cooperation with the social welfare depart- 
ment and other local, State, and Federal agencies, provide medical care to the 
older age group in their homes, in the office and in convalescent homes, under 
a reduced fee schedule as agreed upon with those agencies. 

(5) A countywide working agreement has been made by the Kent CMS with 
the social welfare department for the care of the acutely ill indigent patients 
in local hospitals, by society members. 

(6) Since 1946 the Kent CMS has maintained, through the physicians’ tele 
phone exchange, a 24-hour emergency call service. On page 250 in the city tele- 
phone directory yellow pages appears a 2- by 21-inch advertisement which 
reads: “Emergency medical service: If you are unable to reach your family 
physician day or night, call GL-98511. Public service of the Kent County 
Medical Society.” 

On page 251 another ad of the same size reads: “For information about doctors 
and medical care call GL-84157. A public service of the Kent County Medical 
Society.” 

On page 252 a similar ad reads: “Emergency medical service—If you are un- 
able to reach your family physician day or night, call GL-93511. For informa- 
tion about doctors and medical care, call GL-84157. <A public service of the 
Kent County Medical Society.” 

The doctor who is on emergency service each day provides care without regard 
to the patient’s ability to pay. 

(7) The members of the society are continually active in the promulgation 
and implementation of sound forms of prepayment insurance programs for those 
over 65 years of age. We are confident that voluntary insurance programs will 


be more satisfactory to provide personalized medical care than governmental 
forms of insurance. 
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(8) The society is cooperating with the Kent County Health Council and the 
Coordinating Council for Aging in recommending that a special survey be taken 
of the city and county facilities for the care of the chronically ill, convalescing, 
and rehabilitation (particularly of the higher age group), such as one proposed 
by Anthony J. J. Rourke, M.D., New York. 

(9) The society is cooperating with the coordinating council for aging in 
establishing a program of occupational therapy for the area nursing homes. A 
training program has been planned for the volunteers who are to carry out this 
program. This we feel will be a great advance in rehabilitating these people, 
giving them an interest, and a determination to improve their own health. 
Health has been defined by former physical education professor of Columbia 
University, Dr. J. F. Williams, as not simply freedom from disease, but that 
quality of life which permits a person to live most and serve best. 

(10) An advisory committee of the Kent CMS is working with the Visiting 
Nurse Association of the Community Health Service, helping to plan a program 
of home nursing care and give medical guidance to the organization. The 
Visiting Nurse Association works in concert with the public health nurses. Its 
members give all types of nursing care for patients in the home under doctors’ 
orders, regardless of the patient’s age or ability to pay. 

(11) The Kent CMS cooperates year around with the county health depart- 
ment in maintaining the highest standards of healthy care in area convalescent 
homes, which are occupied principally by persons over 65 years of age. 

(12) The Kent CMS helped organize and sponsor the Kent County Health 
Council, which concerns itself with problems of the aging in its overall activities. 
The health council is made up of leading lay and professional citizens who are 
interested in promoting better health programs in the area. 

(13) The Kent CMS members participate in all local voluntary health pro- 
grams, such as examinations in the cancer detection center, examination of 
specimens taken during diabetes detection week, cooperating with and advising 
the special committee of the rehabilitation league and many other organizations, 
both through committee effort and individual initiative. 

(14) The members of the society are active in area civil defense. Their work 
during the tornado of April 8, 1956, without thought of fee or financial gain, 
exemplifies the readiness of Kent County physicians to serve this community in 
whatever way needed. 

Much study is being given currently to the problems of our senior citizens. 
Some new ones will emerge; the solutions to them will be more evident from 
continued study. In the meantime every one of the programs noted here is being 
projected into the future, in the continuation of which we pledge our whole- 
hearted support. 

The problems of the aging are problems of the community. We have seen 
Grand Rapids people serve the needs of the Grand Rapids community. We will 
continue to do this, whether it be for the aged and aging or any other group of 
our citizens. Our feeling is that there is no organization better prepared and in 
closer contact with the older group than the medical profession, and through 
our combined efforts we can give to this group of individuals a fuller life. 


PREPARED STATEMENT OF INTERNATIONAL ASSOCIATION OF MACHINISTS, 
District No. 97, AFL-CIO 


The International Association of Machinists AFL-CIO members in the 
Grand Rapids area are divided into basically two groups, those with high skills 
such as tool and diemakers and journeymen machinists which comprises ap- 
proximately one-half of our membership and the other half fall roughly into the 
semiskilled and so-called unskilled groups where lesser training is needed. 

Needless to say the lesser skilled workers in the machinists have the same 
problems of getting jobs when laid off, especially when over 45 and all the other 
usual problems of retirees when they retire, however, we in the machinists 
locally have not negotiated compulsory retirement plans except in a few in- 
stances and then at age 68 or higher, we have many members still working 
after 65 even up as high as 82 years. 

The craftsman group or journeyman machinists have had only minor problems 
of unemployment locally with comparitively ample opportunity to hold or get 
new jobs because of the more favorable job opportunities for skilled workers. 
This does not mean they have as great an opportunity to get work after 50 or 
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55 as they have at younger age but in comparison to semiskilled or unskilled 
workers they have by far the better opportunities available to them. I believe 
this is true in most of the craft unions and in all cases where high degree of 
training and skill is required from the workers. 

Most of the problems of the retired workers that we have fall into the areas 
of No. 1, insufficient income from all sources to live in the manner they were 
accustomed. No. 2, lack of hospital, medical insurance when they become ill 
thereby using up most of their resources they had built up, and the fear of such 
possible expenses in case of illness also haunts them and affects many of their 
plans and expenditures. No. 8, is the hardest to pinpoint. This generally can 
be summed up by saying the need to be an effective part of society is lacking, 
the feeling they are shelved; turned out to pasture, or otherwise not as active, 
useful members of society as they formerly were leaves a feeling of dependency 
(not usefulness) and often makes any adjustment difficult. 

I believe this feeling of being less wanted or less needed by society is the most 
difficult area that our generation faces, especially so when you consider the 
average male worker that is now reaching the sixties or over started to work 
at an early age (usually 12 to 15) and knows no other way of life other than 
working ina plant. 

[t would seem the two areas that need expanding if we are to help the aged 
and aging are medical and hospital care when illness strikes and expanded 
opportunities for employment for the older workers when they are physically 
able to work and desirous of earning their living. 

1. The Forand bill, H.R. 4700, is the best solution we have presently for medi- 
eal and hospital care for the retirees and their families at a price that every 
worker in this area is willing to pay. Every worker that we have talked with 
on this subject is not only willing but eager to see this bill passed, knowing 
they will have to pay up to $12 per year for the coverage. 

2. Expanded opportunities for older workers is only a part of our national 
disgrace, the disgrace of the richest country in the world still failing to use 
the productive capacity of its people for the enrichment of all its people and 
itself. 

This problem is tied in with unemployment of all workers, the millions of 
homes without adequate sanitary facilities, the great school need and the needs of 
other public works and roads, and the vast unmet needs of the people who lack 
the necessary funds to live in moderate, up-to-date homes. How can we furnish 
employment opportunities for our older workers when the total number of jobs 
available nationally still runs several millions short of the number of workers 
that want and needs jobs? 

We should attempt to put an end to age discrimination in hiring, layoff, and 
retention of workers as long as they are able and desirous of working. We 
should also consider the possibilities of granting more and longer vacations to 
older workers so they would have a better opportunity for more frequent periods 
of rest, relaxation, and recuperation. 

The Forand bill, H.R. 4700, is designed to provide the necessary minimum 
hospital and surgical care needed by recipients of OASI, those who have retired 
under the so-called Social Security Act, and at no cost to the Federal Treasury. 
This will provide the much-needed insurance coverage that private plans, as they 
now exist, fail to provide. Passage of this type of Federal legislation should 
be the first step in helping the aged and aging in solving their major problem 
and minimizing their fears. 

Senator McNamara. Now we come to the part of our program 
where we ask the older people to come up to the mike that is located 
in your right-hand aisle where Mr. Spector is standing. You are 
welcome to tell us what you think we should do; tell us about your 
problems. State directly to the committee and for the record any- 
thing that is bothering you. Who is first? 

Mr. Peer. My name is Peet and I want to find out what we can 
do about taxes. As the years go by our taxes keep going up like the 
high cost of living but those of us who are living on social security 
won't be able to keep going, to my way of thinking, unless we can 
get help from the Federal Government. Is there going to be a raising 
of the social security to help us keep our homes? 
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Senator McNamara. You are thinking primarily of property taxes; 
is that right? 

Mr. Peer. Yes; of course, this could be State as well as Federal in 
that regard, as part of our taxes go to the State and some of it I 
suppose goes to the Federal Government, but I worked for the State 
for 22 years and different times we had investigations and it all starts 
off in a great manner. Everybody gets all enthused about it and in 
a short time there is nothing more said, and I was just wondering 
maybe TI have lost a little faith in humanity. Of coure, we have gone 
to quite a bit of trouble trying to see what the Federal Government 
will do for us older pec yple and I think if they could come through 
and let us know this is not a farce that a lot of us would feel a little 
bit safer about things. Thank you. 

Senator McNamara. We are concerned very much with the results of 
these investigations and recommendations and you can be sure we 
will pursue them to the end. Now, you mentioned taxes, property 
tuxes. Of course, this isa matter not for the Federal Government but 
for the State and at the local level. We do appreciate the problem. 

Mr. Perr. If we could get the help through the social seeurity—— 
Senator McNamara. Yes; we understand that. This gentleman 
here. 

Mr. Lampkins. I am D. B. Lampkins, and I have some knowledge 
of the problems particularly affecting the people of my ethnic side 
of the picture. Our problems are a little different and they are not 
made so by ourselves. We have an instance here in Gr: and R: ipids 
approximately 14,000 citizens and they have been in an economic pic- 
ture which is quite different from that of anyone else. This prob- 
lem affecting the aged has cropped up so quickly that those who : are In 
the low economic scale were not able to make adequate preparation to 
meet this new challenge. 

It has only been probably about 10 or 12 years in Grand Rapids that 
we have been able to get a fair rate of salary for our labor and for the 
lines to be drawn so quickly and being thrown out of employment, 
they didn’t have enough laid up to meet the conditions which come 
upon them so suddenly. 

As a result of that there are two definite phases of our economic 
life that affects colored citizens particularly, and I hate to have to 
speak of us as colored people. I think of us as people of this great 
Republic. My parents were fighting for that sort of thing, fairness 
and justice and equality when they didn’t have it themselves, and I 
have in this city worked hard to solve problems affecting our own 
citizenry, affecting our whole citizenry, thinking very little of my own 
ethnic side of the picture, but we were forced into the thing without 
our desires. 

I want to name just some few things, a few phases that I think 
should be given consideration. First of all, it is the economic side. 
There is a large number of our citizens who really would love to 
work but they have nothing todo. I think some provision should be 
made whereby people who are able to work and don’t care for charity 
that they could at least work. There should be some setup w hereby 
the fellows who are older can at least have fair employment, some 
employment, something to do so they can meet their needs. 

Then I think that medical care is a big problem. I realize the 
medical profession spend millions of dollars and have a big slush 
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fund right now fearful that our Government will enter into the medi- 
cal end of it the same as they have in Britain, you know, but there 
is lots of—there is merit to the fact these people who are not able to 
pay for hospitalization, who have lost it, many of them because of 
their inability to meet it. I think some provision, something should 
be done whereby there would be medical care, where they can—I 
think too in most of — agencies there is too much redtape. I 
think the thing should be so the average fellow would know where 
he can go to find the solution to the problems. I think if we need 
medical care a fellow should know where to go to get that care. I 
think the matter of jobs, our aged citizens that we have throughout 
the country—I am almost in position to say that I believe jobs should 
be earmarked for the aged, that there should be certain definite setups 
whereby they could get something to do if they wish to help to meet 
their problems. 

As to hospitalization and all of these different agencies they exist 
but the average fellow doesn’t know just how to get to them. | 
think the simplification of these agencies—I think we should have 
some provision whereby men will know where to go to get these 
things. As I say, I think where the social security is adequate and 
where the employment is withheld and they are not able to work, 
they should be more secure—there should be more security for such 
persons who are willing to work but can’t get it and w hose age has 
made it impossible for them to take care of certain other conditions. 

I think we have a great country and I think the people of this 
State are kind and freehearted, wholehearted, but I don’t think that 
we see the true picture of this particular group of people who are 
here and have been here through the years but have not been able to 
make proper provisions this day, which is common to all of us older 
people. 

I am happy to have had a chance to say something. 

Senator McNamara. Thank you very much. That was a very fine 
presentation of ideas. Certainly the proposal of a center where in- 
formation is obtainable is an important one. We find the so-called 
day centers or drop-in centers are serving a good purpose, and this 
is one of the things that can come out of drop-i in centers. 

Go ahead, M: adam. 

Miss Nets. My name is Gladys Neis. I am president of the Michi- 
gan Retired Public School Employees Association. I would like to 
say first the retired teachers, particularly those retired before 1955 
are in another area of distress. I would like to say too that we don’t 
feel people grow old. They become old when they quit growing 
mentally. 

The plight of the Michigan retired teachers, particularly those who 
retired before 1955 is a sad one. 

In 1945 the minimum became 750. On July 1, 1952, the annuity 
minimum again was raised. This time to $1,000. After 2 years the 
annuity minimum was again raised, and this time to $1,080. This 
last raise was July 1, 1956. At this time the minimum bec: ame $1,200 
and remains so. 

The figures quoted as minimums here do not mean that all retired 
teachers receive that amount. These figures are based on 30 years’ 
service. Many retired on less years of service because of ill health. 
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A teacher may retire on as few as 10 years of service and receive one- 
third of the minimum or $33.33 per month. Neither does this mean 
that a retired teacher can live on the full minimum of $1,200. 

There are approximately 8,123 retired teachers in Michigan. Of 
this number approximately 1, 100 are in the Detroit system where they 
have their own retirement. 

After 7 years of organization and constant effort to learn the 
names of the Michigan retired school employees, the roster of names 
was given to the io ition of the Michigan retired public school 
employ ees on May 1, 1959. This was provided by the Governor’s 
office. Having these names we feel will greatly strengthen our efforts 
as well as our organization in trying to better the condition of our 
fellow retirees. 

There are now 3,622 retired teachers trying to survive on less than 
$1,500 annually ; 4,518 existing on less than $1,800. A goodly number 
of these listed in the less than $1,500 bracket are receiv ing less than 
$1,200. We do not have the number. 

Of the early retired school employees, many cases of actual pov 
have been brought to our attention. Cases where necessary and a 
ly needed care ¢ cannot be bought with these meager pensions. These 
retired teachers have reached a time in life when proper housing, 
sheltered care, and the increased use of drugs and medicines are an 
actual must. 

A case in a nearby community was brought to our attention last 
year of two ladies who had to live in an upstairs apartment—one in 
such condition that she had to go down stairs backward, and the 
other with her face partly eaten away with cancer. 

I have received numerous letters from members of this group of re- 
tired school employees who tell of their inability to live on their re- 
tirement pay. They would like something to supplement their re- 
tirement income. Others would like to but are handicapped because 
of arthritis, heart condition, or are just too advanced in years to be 
able to do any remunerative work. One teacher did housework and 
cleaned doctors’ offices to build up social security. One tells of trying 
to maintain her home on $800 a year. She says after food and utility 
bills are paid there is no money for doctoring and clothes. 

Most of these people have been thrifty during their active years. 
They accumulated savings and had a home. Perhaps long and seri- 
ous illnesses, to say nothing of the spiraling costs of living, as well as 
doctors, medicines, and drugs, have been costly. Their savings long 
since have ebbed away 

We of the Michigan Retired Public School Employees Association 
have not just sat idly by without an attempt to ease matters for those 
in the lower brackets of retirement income. We have twice since 
the last raise in annuity minimum introduced into the legislature of 
this State bills that would, if successful, raise the minimum of each 
to $1,800. Both of these bills were failures because they had to 

carry appropriation clauses. In previous times when raises were 
made through the legislature there was a sufficient amount of funds 
in the treasury of the retirement system to pay the cost of such raises. 
Such is not the case now. 

43350—60—pt. 6——-11 





1385S THE AGED AND THE AGING IN THE UNITED STATES 


If minimum social security could be given to this group of early 
retired school employees as well as other senior citizens it would be 
a wonderful thing. 

Our national association has had this in mind and has been workin 
on such a plan for several years. Under the plan an individua 
would have to pay a sum equal to the tax on an amount of money 
quarterly for six quarters to put one on minimum social security. 

We are following with interest the Forand bill, H.R. 4700, and the 
passage of this bill would alleviate much suffering by bringing treat- 
ment and medical care to those who cannot now afford it. Recommend 
its passage and we will do what we can to promote it. 

I am happy of this opportunity to speak up for the Michigan 
retired school employees. I thank you, Senator McNamara, for mak- 
ing this possible. 

Senator McNamara. Thank you very much. Weare happy to have 
your statement and we will make it a part of our records, and you 
can be sure it will be given every consideration. 

Are there any others. 

Mr. Wesstunp. Senator, I haven’t got a prepared statement to 
make, but I will make it very brief. 

Senator McNamara. If you wish to prepare a statement it will be 
printed in its entirety in the record. 

Mr. Wesstunp. I am a social security man and my family income is 
$150 a month. Now that is pretty liberal, but according to how the 
prices are going up, I wish the honorable Senator would take this into 
consideration, as you are a union man. I used to be a union man 
myself, and we get the contract—we got the contracts with the em- 
ployers but the cost of living would increase our wages, accordingly, 
you know, so much a month. Now I don’t see why social security 
should not be put on that basis, too, that if the cost of living go up 
social security go automatically up percentage, instead of every second 
year, you know, the politicians try to introduce some laws, bills in 
Congress that would increase the social security benefits. The last 
time in 1958 when it was increased it was just a meager increase, like 
mine, you know, it increased about 634 percent. Our main officer in 
Washington he let the Congressmen know if they tried to pass a law 
that is more than 7 percent he wouldn’t sign that law, so Congressmen 
were bound to pass a law that was less than 7 percent. Now it is not 
enough now. ‘That increase is not enough according to the increases 
that are going up. Weknow the postal increase went up and we have 
to pay 50 percent more for postal cards that we send—33 percent, on 
an ordinary living—and then the rich fellow who has a lot of money 
he can send his letter airmail and it only went up 1 cent. That was 
just the way from 7 cents to 8, which according to increase in postage 
stamps, postal card, it should have gone up to about 12 cents or may 
14 cents, so really when Brother McNamara goes back to Washington 
next year that he will try to do something, or if he doesn’t do the only 
thing I can do, I cannot go against the strike of my employment—of 
course, I haven’t got it but I can go on strike of voting McNamara 
back to the office. That’s the only way I can strike and I know that I 
have a good many friends that would do the same thing, so that’s the 
only way we can increase our social security benefits. 
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I could talk a lot about that we could live below our income, we could 
go and buy some dog food and live on that, but if we go on dog food 
then they jack up the price so it won’t do us any good, so we insist on 
our Senators and Congressmen to do something and do it so that in 
future we are not—we don’t need to have meetings like these, you 
know, that we bring up our needs or something like that. We should 
get the men there that they know our needs. Thank you. 

Senator McNamara. Thank you very much, sir. We used to have 
lobbyists but I think you do a very good job. Certainly you make 
your position very clear. We are glad to have it on the record. 
Thank you. 

Mr. Apamskt. Senator, I am Fred Adamski. I am legislative 
agent for the retired teachers of the State. 

Senator McNamara. Not a lobbyist ? 

Mr. Apamsxi. No, not exactly. I want to add one little thing here, 
something that Mr. Lampkins said. Now this is for his benefit as well 
as for the benefit of his colored friends in the audience. When this 
great Creator, when I say great Creator that isn’t at all descriptive, 
when He created thin ite wanted a lot of different colored flowers, 
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didn’t He? He wanted different colored birds and He didn’t want all 
palefaces either, so I think we should be proud of our color, whether 
it be red, yellow, white, or a Negro. You understand me? 

Now, fo ks, here I have a copy of a survey made by our Jackson 
group. They received 150 letters, which is a very good cross section 
of the conditions throughout the State. First of all, we found from 
these letters, these 150 letters, that there was a great lack of medical 


attention. 

You folks remember this is all based on this 48-cent dollar we have 
nowadays. They depended on relatives or friends for clothes, books, 
magazines, transportation, even food. Fourth—no, thisis third, In- 
oe housing. Many of them have been forced to sell their 

omes. 

Fourth, the necessity of discontinuing the cultural activity to which 
they had been accustomed, forced to drop health insurance because of 
insufficient incomes. Six attempts to supplement their income by 
ay gine although unequal to the jobs because of age or ill health. 

ifth, many find themselves alone and dependent after having cared 
for relatives during their early years in which their salaries were 
much lower than teachers’ salaries have been in more recent years. 

Now, folks, of course the thing to remember about these poor folks 
is that they are proud. I don’t know, Senator, whether you find that 
the rule among the legislators or not, but our teachers are proud and 
it is hard to find out the true condition of these people. We just 
have to seek them out. Now they are just going away, just waiting 
for death, and we certainly can’t push them over the cliff, and it has 
been my experience in Lansing that I found some faces there, and you 
probably have seen some yourself whose faces appeared embalmed 
with hearts of stone. 

Now we have an excerpt from a letter written from the retirement 
board by Mr. Van Zwoll—you probably know him. I will read this 
paragraph : 

The argument for this bill is the need of some 4,518 retired persons who are 


receiving allowances which are far from adequate in today’s economic situation. 
The majority of these people are receiving between $33 and $100 per month. 
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Many of them are old people with high medical costs and their present allowances 
in many cases represent actual hardship. This agency urges the passage of the 
bill on the basis of the need of these retired people. The argument against the 
bill is only the cost that is involved. While this is a serious matter, particularly 
in view of the State’s financial condition at this time, the board feels that these 
people should be given special consideration from the State and that financing 
required should be considered together with other current financial problems of 
the State. 

Now if we can’t succeed we will say with the State to give us ade- 
quate incomes why we will just have to, as Mrs. Neis mentioned, 
turn to social security. We have got to give them a little dignity 
before they die. That’s all. 

Of course they have served always. Whenever any agency came 
around the teachers were the first ones that were hit for a contribution. 

I have before me here 13 States of this good old United States of 
America that pay more than does Michigan, and, as you folks know, 
it is pretty tough getting along on $33 to $100 per month. Now I 
would like to add one more thing, if I may, in connection with what 
the gentleman said here. 

I taught in Saginaw a long time and while there I learned that as 
many as 18 colored folks used 1 bathroom. Thank you. 

Senator McNamara. Thank you very much. I am sure we find 
many of our elder citizens, regardless of color, in similar categories 
in large areas. We have had much testimony along those lines. 
Thank you for that very fine presentation and we are glad to have 
it for our records. 

Go right ahead, sir. 

Mr. WYNGAARDEN. My name is Martin J. Wyngaarden, professor at 
Calvin College and Seminary since 1924 and now taking summer 
courses in library science at the University of Michigan. I took 
cataloging last summer at Ann Arbor and am to be retired in 1961 at the 
age of 71 from Calvin College and Seminary. Suppose you take the 

case of university and college professors in "general. They must re- 
tire at the age of 65, or 68, or 70. Their pensions are inadequate for 
inflationary prices. After retirement they may have to work wher- 
ever they can get work, but if they work, their social security pay- 
ments have a way of diminishing until those professors have reached 
the age of 72. Would it not be better to substitute the age of 70 for 
the age of 737 That would give those professors a better chance to 
make the transition to some other kind of work for which they may 
have to be trained with considerableexpense. Thank you. 

Senator McNamara. Thank you very much. 

Mr. Jones. Senator, my name is James C. Jones, and I am from 
Grand Rapids. I sanction all that Brother Lampkins has said. The 
only trouble about me is that people won’t believe I am as old as I am, 
but I am and here are some recommendations that I have made 
alongside of Mr. Lampkins, and I will read them to you. I will be 
very “brief. Equal social security and larger benefits. Old persons 
who are physically capable should be allowed to work. These have all 
been gone over but I want to read them because I wrote them. Auto- 
matic retirement at age 60 or 65 should not apply without considera- 
tion to the abilities of the individual. Old persons should just accept 
the fact of age and grow old gracefully. I thank you. 

Senator McNamara. Thank you, sir. 


COT et eed Oe OO 
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Mrs. Gorpon. Senator, my name is Irene Gordon. Iam on old-age 
assistance. I have to pay taxes on everything I buy—everything. I 
am ina home and I have to pay rent, and when I had coal I could get 
coal on credit and now we have got gas and I have to pay cash for 

gas, and I am speaking for old-age people. We cannot stay with our 

people. People, every time we have a lady to come to us, they want 
us to go and live with our children. Our children have their prob- 
lems. There is no man wants his mother-in-law to come and live with 
him, and no woman wants her husband’s mother to come because she 
wants to be mistress of her own home, and therefore we would rather 
stay alone. We are not able to work and we are thankful for what 
you are giving us but just think about it, everybody likes fun, and I 
have a sport that I like. I like to go fishing and I have to pay $2 for 
a fishing license, so I thank you. 

Senator McNamara. Thank you very much. You certainly high- 
light some of the real problems that we have heard over and over again 
from many people throughout the country. 

Go right ahead, sir. 

Mr. Rute. Senator McNamara, my name is Ulysses Grant Rule. 
I have worked for Gener al Motors for over 10 years. I am wearing a 
pin now for 10 years’ service and I am very sorry now that this re- 
tirement law has came up and because the job I was doing out there 
I could have kept it until I was a hundred years old. My first wife 

was sick on my hands 15 years. My second wife, present wife now, 
has been sick on my hands for 7 years, and she has been in the hospital 
several times. She has been under the care of a doctor this entire 
7 years, and before the retirement came in I bought—I was seeking to 
buy a home and I didn’t have it very long before the retirement came 
in and when the time come for me to retire it makes it pretty hard. 
I received $157 a month social security. My taxes is going uf aa 
I have to pay my fire insurance and automobile insurance an 
for my medicine and retired at General Motors at the age of 68. My 
next birthday on the coming 10th day of May, I will only be 75 and I 
have tried to get. part-time . jobs, and as soon as they found out how 
old I was, they couldn’t do anything for me, and my expenses of my 
home, overhead expenses runs $50 a week, and it makes it hard for 
me to meet my bills when I only receive $157 a month social security 
and I would be glad to get help some way or another to kind of meet 
my bills. Thank you very much. 

Senator McNamara. Thank you very much. This seems to be all. 
We thank these people—here is one man. We will be glad to hear 
from you, sir. Step right up. 

Mr. Reynotps. My name is James Reynolds. I am deputy chief 
of staff of World War I veterans organization, and I am here in be- 
half of the old people and I do believe as one man said $33 a month 
for a man that has that for his wife, even if he owns his home in 
this kind of weather it is going to cost him $20 to $30 a month fuel 
bill in Michigan any way. Of course, in Florida it might be better. 
I have enough I can get he: I am not worried about myself. I am 
worried about the other old people and I am worried about the old 
World War veterans. A lot of them never draw no social security 
because they were out of the running before social security came 
along and a lot of them were farmers ‘and such as that. I myself, I 
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am a farmer but I worked for General Motors for several years and 
that’s what gives me my income but on this being sick. I keep good 
insurance and it costs me a couple of hundred dollars a year ay my 
family. You can see where $33 a month social security would go on 
that kind of insurance. I think the Government had ought to take 
over the doctoring of the low-pay social security people and either 
insure them against sickness or I am a little bit against socialized 
medicine because then you don’t get the doctor you want but they 
should do something about it one way or the other, and on the welfare 
deal if they do, and welfare, if I understand it, it costs 50 cents of 
every dollar to administer welfare one way and another so that costs 
the Government, State or whoever has plenty of money, so I believe 
hand it right out to the old people in some form or another, even if 
you have to raise the taxes on social security that a young man can 
ay. 

When I worked at GM I never missed my social security payments. 
The only thing that bothered me was that income tax and I am not 
alone. I am in a low-income bracket and income tax hurts a man. 
There is no argument in that when you have to pay $20 or $30 a week, 
you know, and then you take a fifth of your pay out for income tax, 
it begins to hurt. That’s all I have to say. 

Senator McNamara. Thank you very much, sir. We certainly ree- 
ognize the plight of the World War I veterans and they have not been 
a forgotten group in our society. 

Go right ahead, young lady. 

Mrs. Puiuirs. I am Mrs. Paul Phillips and I have really enjoyed 
the morning but being a woman and being curious I would like to 
know what is that saduioe and how does it operate? 

Mr. Specror. She was interested in the transcribing operation over 
here. This gentleman is transcribing the record. 

Senator McNamara. This is most important. We are making a 
complete record of everything that happens here. He talks in this 
machine that records his voice and he then transcribes it, makes a rec- 
ord of it and it then becomes a part of the permanent records of this 
committee. 

Mr. Ranpauu. Will that be played back in the Halls of Congress? 

Senator McNamara. No, he just plays it back to himself. It is 
transcribed and a record is completely made and the record will be in 
the hands of this subcommittee and a report will be drawn from the 
record and presented to the Senate of the United States for their 
consideration and recommendation. 

Mr. Ranpati. Senator, when you go back to Washington, take our 
great and grand and glorious Congressman from Grand Rapids under 
your wing and let him know there are people on this earth who haven't 
as much money as he has. 

Senator McNamara. I am sure he recognizes that although some- 
times you wonder about people in public life; whether they do recog- 
nize the problems of the people, and I am not referring to anyone, 
a Congressman or any other public official. 

Mr. Ranpauu. He could do a lot more down there in the Halls of 
Congress to help the people back here, especially Michigan, the com- 
mon people. That’s what we want, be with the common people. 

Senator McNamara. The hearing is recessed until 1 o'clock this 
afternoon for a subcommittee tour of the Maple Grove Medical Fa- 
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cility and nursing homes. We reconvene in this auditorium at 3 p.m. 
Thanks very much for your attention. 
(Whereupon, at 12 o’clock noon a recess was taken until 3 p.m.) 


AFTERNOON SESSION 


(Whereupon the hearing resumed, pursuant to the taking of the 
recess, at 3 p.m.) 

Senator McNamara. The hearing will be in order. The first wit- 
ness this afternoon is Mr. August Scholle, president of the State AFL- 
CIO organization, Lansing. 

Mr. Scholle, I see you have a prepared statement. Does the re- 
corder have a copy? We will see that the statement will be printed 
in full in the record and we will ask you to summarize in your own 
manner. You may proceed at your convenience, and will you pull 
the mike over to you a little bit because it is kind of hard to hear in 
the back of the room. 


STATEMENT OF AUGUST SCHOLLE, PRESIDENT, MICHIGAN STATE 
AFL-CIO, LANSING, MICH. 


Mr. Scnotzie. All right, Senator McNamara, I don’t want to burden 
you with reading the entire testimony that Iam providing. It would 

too long. I would like to point out, however, I have broken this 
down in two different categories, primarily talking first about the 
group of workers who have not yet reached the retirement age, and 
secondly, the other group who have. I think you will recall that last 
week I made some recommendations before the Senate Committee on 
Unemployment Problems, on which you are also serving, for a 
system of permanent unemployment insurance strongly emphasizing 
retraining and relocation of workers after they have been out of work 
for a substantial period of time. Our experience indicates that in 
many instances the people who have been laid off from the plant in 
which they have been employed from 30 years, and in many instances 
as with Hudson and Packard workers in Detroit, where they had been 
employed for as many as 36 and 37 years have reached the age of 50 
ormore. Their seniority, of course, was meaningless as a result of the 
plant having closed down. 

In many instances these people have been looking for jobs from any- 
where from 5 to 8 years, and many of them who have been seeking 
work constantly for as long as 8 years have as yet failed to obtain 
employment. 


FEDERAL ANTI-AGE DISCRIMINATION LAW RECOMMENDED 


While I have tried to tie some of this together (and I want to go 
through this very rapidly), on page 4 of my statement I have the first 
suggestion in relation to legislation on a Federal basis. One thing 
that would help, as we said there, is a national law outlawing discrim- 
ination in employment on the basis of age which would have sufficient 
legal teeth and an administrative staff to permit a sound and effective 
educational and enforcement machinery. 
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I pointed out there are a number of States that already have this 
kind of law and that there is one which has been in the hopper in 
Michigan here for consideration for quite some time, but it has yet to 
be adopted. 

Now the basic thing that we dealt with and there is, naturally, a 
great deal more that I am going over very quickly that is in the brief 
in relation to those that have not yet reached the retirement age. 


ESCALATOR CLAUSE FOR RETIREMENT BENEFITS 


Now I would like to discuss the retirees over 65 years old, and I 
would like to read a few paragraphs from some sections of this because 
I think they should be highlighted. Another major problem relates 
to those aged workers who have reached the age of 65 and are eligible 
to retire. If we are ever to realistically cope with this problem Con- 
gress is going to have to provide for some type of escalator provisions, 
both for tax collections to adequately finance our whole retirement 
program as well as an escalator clause for retirement benefits. 

I don’t know but what that is an entirely new idea in relation to 
fixed incomes. To my knowledge no one has suggested this solution 
before. On almost every occasion where somebody has suggested some 
of these benefits be increased, or where there is a wage increase de- 
manded by a Jabor union, someone starts talking about inflation and 
hurting the people who are on fixed incomes. Well, we have always 
been completely in sympathy with this problem. We recognize that 
the widows who are living on a fixed income, as well as retirees, are 
really over the barrel as a result of the consistent inflationary trend. 

Quibbling over a specified number of dollars will never be an ade- 
quate answer tothe problems. The average worker, 30 years ago, when 
wage rates were averaging approximately $25 per week, would have 
felt. that he had fallen heir to a real bonanza if he had received our 
present pension rates. 

I think that if we established a rate of $150, or even $300 a month 
now, that 10 years from now we wouldn’t know whether that would 
buy the necessary bread and butter and pay the rent for a retiree. 
I have always objected to the idea of the American people committing 
ourselves to establishing a fixed number of dollars, to provide security 
for our retirement years. 

We make many promises. We ought to either provide the necessary 
legislation that will be realistic in dealing with them or quit making 
them. I think that when we established our original retirement figure, 
it was considered then to be a fairly adequate amount of money, but 
in face of the rising cost of living and inflation, a hundred dollars is 
very little. Well, I think we started out with $80 to $100 and we have 
had approximately a 25 percent increase in benefits while the cost of 
living, if I recall correctly, I believe has risen about 180 percent— 
fairly close to 200 percent. In other words, we have got a 25 percent 
Increase in retirement benefits while the value of the dollar has de- 
preciated by about two-thirds, or to put it conversely, it takes about 
three times as much money now to buy the same things now as that 
$100 did a few years ago. 

Well, what this really does is make a mockery of our whole social 
security and retirement system. If we are going to correct it in the 
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future I don’t foresee such profound magnanimity on the part of the 
congressional leadership today that they would say we are going to set 
up a $300 a month rate. Yet in 10 years it may not be w orth what $50 
is or $100 is today, because we have no real control over the inflation- 
ary situation which every economist predicts is going to continue to 
rise. We emphasize, for instance, this is one of the things wrong 
with fixed dollar amounts. We have the same identical pr oblem with 
the workmen’s compensation law in our State, where you fix a maxi- 
mum number of dollars in benefits that can be obtained. You can 
also relate this to the whole unemployment insurance law. Originally 
they were supposed to pay an amount equal to sixty-six and two-thirds 
percent. of the average weekly wage. Well, now , everybody was happy 
and quite delighted and satisfied with that, but what's happened ? 
Year after year they have established a maximum in dollars. They 
don’t take two-thirds of the average weekly wage as a guide or yard- 
stick for the establishment of benefits, but they take the two-thirds as 
the top maximum. They talk about two-thirds of the maximum 
weekly wage, but then they establish far below that a dollar maximum 
that prohibits anybody in this State (Michigan) from getting as 
much as even 50 percent of the average weekly wage, and we think 
that is wrong. We think these things ought to be realistically ad- 
justed according to the value of the dollar if they are going to be 
really meaningful. We think that retirement benefits ought to be put 
in the same c: ategory. If we are going to say now that a retiree and 
his wife and his dependents are going to have provided for them, 
through a social security law, a sufficient amount of money to keep 
them adequately after they retire, then we should provide that amount 
of money which is necessary, not some fixed number of dollars which 
may later be totally inadequate to meet the normal requirements of 
life. 


VOLUNTARY RETIREMENT AT 60 


We also made another suggestion here which has again to do with 
the other group. That is, the whole group of people who are, as we 
in the union movement put it, “too old to work and too young to die” 
or too young to retire. We suggest here that whenever economic con- 
ditions are such that more than 3 percent unemployment prevails na- 
tionally, voluntary retirement with full benefits should be possible for 
anyone over the age of 60. 

I realize that a lot of people will say we are making suggestions 
here that would be absolutely impossible to administer because you 
wouldn’t know what rates to pay and you wouldn’t know how many 
people are going to retire at the age of 60. I think we have a very 
substantial number of millions of dollars. I think we actually have 
billions today that we have got invested which we have under our 
social security laws. It was never meant to be put in there to earn 
3 percent interest for the Government as a saving on taxes. I think 
this money was originally intended to provide for the necessities of 
life for retirees, and that’s what it ought to be used for. In addition, 
& pensioner should be permitted to earn, as a supplement to his pen- 
sion payments, a sum up to the amount annually determined by the 
U.S. Bureau of Labor Statistics as necessary for a decent minimum 
standard of living. 
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$1,200 LIMITATION ON EARNINGS 


Now here, again, I think this is a very important point because we 
have had all kinds of arguments for years about the amount which a 
retiree should be permitted to earn—it is $1,200 a year at present—in 
addition to his retirement benefits. 

First of all, I think this is very unrealistic due to the fact that there 
are many pensioners who, if I understand this correctly, regardless of 
the amount of their pension, are still permitted to make $1,200 a year, 
This is discrimatory against a good many retirees who are receiving 
the lower pension incomes. 

What is the yardstick? I don’t expect that we are ever going to get 
Congress actually to establish, even if you have an escalator clause, 
a really generous and realistic amount of money to start off with. If 
you initiate an escalator clause now, based on $100 a month pension, 
it would never be sufficient, therefore the base should be realistically 
readjusted in the light of today’s living expenses. And then the escala- 
tor clause should apply to taxes and to the benefits. But short of that, 
and I doubt if you could get today’s Congress to recognize what the 
people need today for a proper standard of living—maybe someday 
we will get that kind of a Congress, I don’t know—but pension benefits 
will undoubtedly always be short of what the U.S. Tiqpertnais of 
Labor Bureau of Statistics annually determines is required for a decent 
standard of living, regardless of the amount. Therefore, a pensioner 
is getting a $200 a month pension—$2,400 a year—and the U.S. De- 
partment of Labor says he needs $4,800 a year to live, then he ought 
to be able to make the difference between what he gets and what is 
required for a decent standard of living. 

Of course, if they put up the benefits so that gets the $4,800 a year, 
then he shouldn’t be permitted to earn anything. He wouldn’t need to. 
I don’t think the retirees would be concerned, if their income is ade- 

uate. 

I don’t want to go over this any further. I think these are the high- 
lights of what I wish to propose here. 

Senator McNamara. Thanks very much, Mr. Scholle. That last 
point you discussed is a very interesting one. Assuming the cost of 
living escalator program, social security would be put into effect as 
you point out, establishing the base would be something that would not 
be easy unless you take the figures that are put out by the U.S. Bureau 
of Labor Statistics, and accept them as a base to begin with. Actually, 
you don’t need the escalator clause. You could continue to accept these 
figures. Would that be in line with your recommendation ? 

Mr. Scuotie. That would be the same identical thing, except that 
you would not be calling it an escalator plan. You would be read- 
justing it each year but I believe—oh, I think this thing could work 

oth ways. I frankly don’t think the economy is going to see a more 
valuable dollar in quite a few years to come, and I think the trend is 
going to continue to be upward. If you said flatly that people should 
permitted to get a pension equivalent to what the Department of 


Labor said: was required for a decent standard of living, you wouldn't 
need to use the word escalator, I don’t suppose, but it would culminate 
in the same results. 
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Senator McNamara. There are people who have argued over the 
years that the items included in establishing these figures have 
changed. What was considered essential at one time is not mpegs 
so essential any more. They haven’t changed the items from whic 
they devise the fiugres. That might be something that you would 
give consideration to in lieu of an escalator clause, whether you ac- 
cept this or not. 

Mr. ScHotie. Well, it seems to me if we were able to establish the 
general yardstick that the U.S. Department of Labor Bureau of 
Statistics puts out annually showing what it costs for an individual, 
or a man and one dependent, or a man—it may go up to a family of 
four—I don’t think they go beyond that in their computations ex- 
cept to add perhaps some figure—I don’t know what it is at the 
moment—for an additional dependent but if we could get that as a 
base for payment of benefits under our social security law, I frankly 
don’t think that either I, or any of the retirees, would be too much 
concerned what they use to reach the conclusion on. 

Senator McNamara. That would be so much better than what we 
have. 

Mr. Scuotte. It would be terrific. I know it would be so much 
better that everybody would be quite content and happy with it, but, 
in any event, I suppose there are some outmoded articles that we 
used to buy that are no longer considered to be essential. There are 
arguments when welfare is being applied for as to whether a tele- 
vision set is essential or whether they should be permitted to have an 
automobile to get around in. Well, that’s a highly academic and 
technical question. As far as I am concerned, I still say I am per- 
fectly willing to accept, and I think the overwhelming majority, if 
not all, of the retirees would be perfectly willing to accept that kind 
of a yardstick because I don’t think they are going to get too far 
out of the area of realistically establishing that base. The trouble 
is I don’t think we will ever quite make that grade. I think if we 
got even 75 percent of that which—well, I don’t know exactly what 
it would be now, but it would probably better than double our pres- 
ent allowances. I recognize it would also, as a result, cause an in- 
crease in taxes, but I am of the opinion there again, and I might let 
you know my reaction to this individually, that people would not 
mind if they actually knew—for instance, if I was satisfied that my 
social security was going to be adjudicated so that I knew I was go- 
ing to have a decent standard of living after I was 65 I would be 
perfectly willing to pay more in social security taxes, because I think 
it is one of the best programs that have ever been devised in this 
country as an insurance program. On the converse side of it I hate 
to pay what I am paying in and have paid in for 20 years, for in- 
stance when the dollars that I paid in years ago were so much more 
valuable than the dollars that I am going to get, at least on the 
basis upon which they now predicate the payments. I am going to 
get in return for my good valuable tax dollars a lot of baloney dol- 
lars for retirement, and I don’t want baloney dollars. I would like 
to get good sound dollars, as sound as what I paid in, so if it took ¢ 
few more cents, I think that working people, generally speaking, 
would be more than happy to pay whatever would be necessary to 
make this kind of a program operate. 
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PENSION FACTOR A BARRIER 





TO HIRING OLDER WORKERS 


Senator McNamara. One of the statements made by an employer 
group—one of the real barriers to hiring old workers is the pension 
factor. Has your organization looked into that? Do you recom- 
mend in some cases that they waive pension benefits to be eligible for 
employment, or do you get into that area at all? 

Mr. Scnoiie. Well, that boils down to pretty much of a per- 
sonalized problem. I don’t know that it would be a good thing for 
us to try to enact legislation that completely proser ibed the possibility 
of an indiv idual not waiving his rights to his pension and continuing 
to work if it is his desire and his will to do so. I think we are there 
bordering onto a question of taking away individual rights and free- 
dom. I am not certain in my own mind if it is either’ necessary or 
essential to the welfare of the economy. 

You will note that I made the suggestion in here that people could 
retire at the age of 60 with full benefits. When unemployment 
reached more than 3 percent nationally, I think there would be enough 
people over 60 who either don’t feel good or aren’t enjoying the best 
of health, or for many other reasons, more than enough people to 
make up for that number of people who would want to continue to 
work at the age of 65, and I would rather see that kind of a voluntary 
solution be put into effect than to arbitrarily force people to retire 
at the age of 65. 


MORE RETIREMENT 





ACTIVITIES NEEDED 


There is another serious factor, too, Senator, that I think that every- 
body who has talked to any number of retirees at all recognized. We 
have not yet even given serious consideration to providing any type 
or semblance of interesting life for these people after we force them 
to retire. I know I have talked to a good many of them who have 
yearned to spend the rest of their life fishing but they found out after 
they had fished for about a year steadily, every day that they could, 
that they got tired of it, and they want to do something else. There 
are so many human factors in relation to this—I know a lot of people 
and I assume this will be true of me if I ever get to be 60. I think I 
will be ready to retire then, but there are a lot of other people who 
are 80 who still are in very excellent shape and they should be con- 
tinued in their employment if they desire to remain. At least this 
is my own personal reaction. I know there are many different 
opinions on this question. 

Senator McNamara. I assure you the great portion of testimony 
we have received is in favor of ‘voluntary retirement regardless of 
age, leaving it optional with the individual, and that is just exactly 
what you are saying, as I understand it. We appreciate very much 
your appearing “here today and having your testimony and recom- 
mendations, some of them rather unique, for instance, the one we 
have been discussing about this $1,200 limitation. It will be very 
helpful to the committee and will be given every consideration. 
Thanks very much. 

Mr. Scuotie. OK. 

(Prepared statement of Mr. Scholle follows :) 
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PREPARED STATEMENT OF AUGUST SCHOLLE 


The problem of the aged and aging person is no different from the problems of 
all working-class members of our society. It is simply a matter of survival. 
The only difference is that at some particular age it is expected that he is 
entitled to put down his tools and share in the benefits of the wealth he has 
helped to produce. But many of our older people are being pushed aside long 
before their time, called useless, and left to fill the ranks of the unemployed, 
ultimately to accept the doles provided by welfare through taxes upon working 
members of their communities who are unable to assume these additional bur- 
dens. Others are provided with inadequate pensions which do not even furnish 
the necessary food and shelter they require. They are forced to seek the aid 
of relatives who often have little to give, or to seek refuge in substandard homes 
with others who are also cast off and forgotten. 

In general terms, the aged fall into one of two basic groups; those who are 
unemployed prior to reaching retirement age, and those who have reached 
retirement age. 

In the first group we find that men and women from the age of 45, and often 
40 (even younger in the case of women) up to age 65 are constantly denied 
employment. Studies show that while older workers constitute as many as 
35 to 40 percent of all job applicants they get only about 18 to 22 percent of 
job placements made by public employment services. Many private agencies will 
not even take their applications. 

Most employers deny that it is their policy to discriminate in hiring on the 
basis of age, yet even the orders they place with the public employment offices 
have been restricted 50 percent of the time, on a national average. Bven a 
cursory glance at the age restrictions in the “help wanted” columns of daily 
newspapers make their righteous denials a mockery. 

In many instances, industry considers people even of 35 or over to be too old 
for employment in their new industries. They will often hire young graduates 
of technical and trade schools rather than to go to the expense of retraining 
semiskilled workers who are laid off from obsolete operations which have been 
replaced by automated processes. The result is a hard core of unemployed 
workers, often with many years of seniority, in the 45-65 age group. Hope of 
employment for those workers over 50 years old is very remote. At age 60, 
retirement programs could help to take over this burden, as I will point out 
later. However, retraining and relocation are essential employment aids to 
workers in the preretirement age groups. 

Older workers, and the whole economy, would benefit from improved unem- 
ployment compensation standards as well as a more adequate system of job 
counselling, placement, retraining and vocational rehabilitation. In my testi- 
mony before the Special Senate Committee on Unemployment Problems in 
Detroit last week, I presented suggestions on this subject which would be beneti- 
cial both to older workers and cthers who are denied employment through no 
fault of their own. 

Very briefly, we recommended a five-point program to aid the unemployed: 

1. Adoption of Federal standards to assure 39 weeks of duration and 
other minimum standards for the present State system. 

2. A supplementary program provided by congressional action to assure 

benefits until reemployment for those who have exhausted benefits under 
Federal-State systems, but who are otherwise eligible. 

3. Retraining, reemployment and voluntary relocation programs for those 
industrially displaced through automation, merger, technological changes, 
physical injury, age, ete. 

4. Financing of items 2 and 3 through a special national fund established 
by a separate employer tax of 1 cent per hour per employee in covered 
employment with additional funds, if necessary, through congressional 
appropriation. 

5. Detailed studies of cost of unlimited duration of benefits, and develop- 
ing and financing programs for retraining, reemployment and voluntary 
relocation of displaced workers. 

Obviously all of these items designed for the relief of the unemployed would 
be of aid, too, to the aged and aging workers who cannot find employment because 
of age discrimination. Certainly this kind of discrimination, which prevents 
people from providing for themselves, like any unreasoning discriminatory act, 
is a seandalous indictment of our free-enterprise system which should be 
corrected. 
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While a national full employment policy and program would go far in solving 
this problem, the present administration and the Congress have not realistically 
faced the need for such a policy and the means for implementing it. We would 
clearly be nearer a solution if the Congress, the States, and the communities 
would act on the legislative program recommended by the AFL-CIO to put 
America back to work. 

Following is a brief portion of a resolution on aging passed at the recent 
convention of the AFL-CIO which spells out their legislative program : 

1. Improvements in social insurance programs so that the great majority 
of older people will get adequate cash benefits as a matter of right, with 
accompanying improvements in public assistance to eliminate substandard 
levels of maintenance. 

2. The addition to old age, survivors’ and disability insurance of health 
benefits to pay the costs of hospitalization and related medical care for the 
aged and other beneficiaries of old age survivors’ and disability insurance. 

3. Housing legislation that will assure the availability to elderly couples 
and individuals of comfortable living quarters at a reasonable cost. 

4. Labor legislation that will permit all workers during their years of 
employment to have the benefits of unionism and a decent minimum wage. 

5. Tax, financial and other measures that will promote rapid economic 
growth and full employment, so that old and young workers alike will have 
good job opportunities at rising levels of earnings. Rapid expansion of 
national output will provide the economic basis for good housing, com- 
munity facilities and services, and other essentials properly desired by all 
the aged. Such growth in output should not be defeated by wrongly based 
fears of inflation, now used to defeat essential expenditures for the general 
welfare. 

In short, a meaningful program to aid chronically distressed areas, decent 
public housing and urban renewal, more liberal programs for distribution of 
surplus foods, better social security benefits, and realistic standards for disa- 
bility retirement and earlier retirement at age 60 for both men and women for 
whom possibility of reemployment is either remote or nonexistent would be 
important steps in the right direction. 

Let’s point out one major deficiency in our present social security laws. 
There is no provision whatsoever for the protection of women whose husbands 
die prior to the time the women are old enough to be eligible for social security 
benefits. 

Although the husband may have contributed for 20 years or more to social 
security through deductions from his paychecks, in many instances we find 
that the widows of covered employees under the social security laws receive no 
benefits whatsoever for their maintenance for periods extending up to as long 
as 25 years. Eligibility for pensions should be provided for such widows in the 
event they are not employable or as a result of circumstances are unable for 
physical or other reasons to obtain work. 

Under the proposals that we have made for unlimited unemployment insurance 
these widows could become eligible for unemployment compensation provided 
they made themselves available for suitable work. But as of today, they stand 
as an outstanding example of a deficiency in our social security program. 

Another area of vital concern to the aged worker mentioned in the preceding 
resolution is adequate health and medical care. By 1970 it is predicted that 11.3 
percent of the population will be 65 years of age or older, and will require 34 
percent of the total hospital facilities. Needless to say, people on inadequate 
Federal pensions, or without normal means of support cannot afford the medical 
needs that become constantly more frequent with increasing age. 

But beyond these legislative steps toward full employment and other social 
benefits, other special legislation is needed to protect the middle-aged and older 
worker from being denied employment for no reason other than his age. There 
was a time when the seniority provisions in union contracts were extremely 
effective in helping the older worker to keep his job. These provisions are still 
effective as long as the job continues to exist, but we are finding, increasingly, 
as automation moves inexorably forward in Michigan industry, that even 
seniority fails to protect the older workers’ jobs. Through a little understood 
process of acceleration middle-aged and older employees are being discarded 
as a result of processes of reorganization, merger, plant relocation, decentraliza- 
tion and automation. We have tried to protect the worker in collective bargain- 
ing by negotiating a broader basis of seniority protection, but the “shaking out” 
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continues in constantly greater proportions despite our efforts to protect the 
worker’s rights to his job. 

By now, the story of the Packard and Hudson workers in Detroit is well 
known—many of the older men from these plants have spent 7 or 8 years looking 
for a permanent job, or even a temporary one that would tide them over until 
they could qualify for a diminished company pension and a woefully inadequate 
social security benefit. The Packard and Hudson layoffs were dramatic because 
they involved large and well-known companies which were going out of business, 
put there are hundreds of smaller establishments and many units of the larger 
companies which have been similarly affected by the direct and indirect impact 
of automation. Thus, tens of thousands of Michigan’s middle-aged and older 
workers have been dumped upon the manpower scrap heap by employment poli- 
cies and practices which make the oft-mouthed management cliche about moral 
responsibility sound like a mockery of our American moral and ethical standards. 

For these men and women who are too old to work and too young to retire 
something specific and positive must be done. One thing that would help is a 
national law outlawing discrimination in employment on the basis of age with 
sufficient legal teeth and administrative staff to permit a sound and effective 
educational and enforcement machinery. Five eastern industrial States—Mass- 
achusetts, Rhode Island, Connecticut, New York, and Pennsylvania—now have 
such laws and many others, including Michigan are considering one. The 
experience to date indicates that the laws are effective in curtailing outright 
discriminatory practices, and that they can be enforced where adequate provi- 
sion is made for administrative staff to carry on both an enforcenient and edu- 
eational program. 

Along with this national legislation, we would recommend an amendment to 
the Wagner-Peyser Act to provide for the establishment of a special job counsel- 
ing and placement service for middle-aged and older workers with accompany- 
ing appropriations to do the job. In 1956 and 1957, the Secretary of Labor 
requested and spent almost $1 million for research and studies of the employ- 
ment problems of older workers. The studies showed that there was a real 
problem and that there were practical solutions. Yet, beyond a token publicity 
program and a token grant of about $400,000 to finance one older worker 
specialist in each of about 100 cities in the United States, little has been done by 
the Federal Government to implement the findings of these studies. 

Governor Lawrence estimates that Pennsylvania alone needs an extra $1 
million a year in employment security grants to administer this program 
properly. Michigan would need at least $750,000 for this purpose, and it is esti- 
mated that nationally perhaps $10 to $15 million a year could profitably be 
spent in putting the older workers’ skills to constructive use. 

We also need a greatly augmented program of training and retraining services 
in order to refurbish the skills of these displaced and discarded older workers. 
A few States like Pennsylvania have tried to develop retaining programs. In 
Michigan the Governor's special commission on employment of the older worker 
strongly recommended the development of a retraining program closely inte- 
grated with the provision in the employment security law which makes it pos- 
sible for a claimant to draw benefits while engaged in training. But, hard 
pressed as it is to meet its current financial crisis, Michigan, like many other 
States, will not be in a position to do very much about retraining without 
some positive leadership and financial assistance from the Federal Government 
through Congress. 

As we have stated before, unemployment is not a local, but a national problem 
which is created in great part by technological advances which may ultimately 
make an even more radical change in our way of life than the industrial revolu- 
tion once did. The shift from one method of production to another is not one 
which can ultimately take its natural course on community or State levels. The 
communities which are overburdened with local unemployment are those which 
are least equipped to handle it financially. 

We therefore recommend that the Federal vocational education program be 
expanded to provide both administrative leadership and appropriations in the 
form of grants to States to assist in the training and retraining of older men and 
women. Industry, through its contribution of a penny an hour mentioned 
earlier, an average of 40 cents per week per worker, for additional funds to 
finance longer range unemployment compensation for their displaced workers 
would be making a moral and ethical contribution to solving our dilemma. 
There should be a sufficient amount of money left over to aid in this educational 
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program as well, and the balance could be provided by congressional appropria- 
tion. Therefore the cost of these items would be very small in relation to the 
return. State unemployment insurance reserves would not be steadily drained, 
and public welfare loads would diminish radically. In addition, the ultimate 
productivity and economic adjustment of the retrained workers would do much 
to stimulate the economic growth of the entire Nation, which could result in 
greater leisure and social benefits for all of our people. 

Another major problem relates to those aged workers who have reached the 
age of 65 and are eligible to retire. If we are ever realistically to cope with this 
problem Congress is going to have to provide for some type of escalator provi- 
sions for both tax collections to adequately finance our whole retirement pr- 
gram as well as an esealator clause for retirement benefits. Quibbling over 
specified amounts of dollars will never be an adequate answer to this problem. 
The average worker, 30 years ago, when wage rates were averaging approxi- 
mately $25 per week, would have felt heir to a real bonanza if he were to have 
received our present pension rates. 

However, if we establish today a $150 rate per month. or even $300 per month, 
within 10 years it may prove to be totally inadequate to provide a retiree even 
avery modest standard of living. 

Therefore, Congress shouid very seriously consider amending the social 
security laws to provide for cost-of-living escalators which would establish a 
realistic basis for a pension program which would meet minimum requirements 
for a decent standard of living. Maximum dollar stipulations will never solve 
this problem with predictions of inevitable inflation in the future. 

We have already referred to the national AFL-CIO program which indicates 
the necessity for considering other factors such as health insurance, medical 
eare. housing, disability insurance, ete. In addition, whenever economic con- 
ditions are such that more than 3 percent unemployment prevails nationally, 
voluntary retirement with full benefits should be possible for anyone over the 
age of 60. 

In addition, all pensioners should be permitted to earn, in supplement to their 
pension payments, an amount up to the amount annually determined by the 
U.S. Bureau of Labor Statistics as necessary for a decent minimum standard 
of living. 

Slowly but surely we are learning in America that we cannot live up to our 
responsibilities for leadership in the free world unless we can demonstrate that 
our form of government works best for all the people. We have seen the costs 
of racial discrimination, of religious intolerance, of political jingoism to our 
status and prestige in other parts of the world. We have yet to realize appar- 
ently, that the problems of the aging and the aged, and the way in which they 
are handled, also affect our moral and ethical profile around the world. For 
all the nations of the world, and particularly the Western democracies, also 
face a critical problem in dealing with older and retired persons. It is there- 
fore important that we do what we can to utilize and develop the potentials of 
our middle-aged and older citizens not only because it is the humanitarian and 
the socially sound thing to do, but because in the struggle for survival we may 
find that we need them fully as much as they now seem to need us. 


Senator McNamara. Is Mr. James Deremo here from the American 
Seating Co.? We will be glad to hear from you now, Mr. Deremo. 
Do you have a prepared statement, sir? 

Mr. Dreremo. I have prepared a paper, yes. 

Senator McNamara. Will you see the recorder has a copy of it, and 
we will print it in the record, and if it is a long one we will ask you to 
summarize it in your own manner. 


STATEMENT OF JAMES DEREMO, MANAGER, EMPLOYEE SERVICES, 
AMERICAN SEATING CO., GRAND RAPIDS, MICH. 


Mr. Deremo. This will be just a summary, Senator. It is not a 
lengthy paper. It is only two or three pages long. Before we get 
into any material, I want to preface my remarks by saying most, 
fact all of the work was done by myself as an individual. I am Be: 
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representing the company for whom I work. Your committee caught 
us in the middle—like a kid going swimming. He is undressed and 
ready to take the plunge but he hasn’t gotten wet yet. We have all 
of the material here but we haven’t gotten wet. We don’t have our 
plan in operation. 


PRERETIREMENT PLANNING 


Better than a year ago we were presented the problem of studying 
the possibility of getting into some type of preretirement planning 
program. We spent considerable time with Dr. Wilma Don: ahue, of 
the University of Michigan, and the University of Chicago, investi- 
gating this problem. So what I thought you might be interested in 
is, at least in our opinion, to what extent industry can get into this 
problem of retirement planning and just how and why. 

When we first looked at this “problem we tried to find out, first, Is 
there a problem? What is it? And to what extent would we be 
involved in it? You are probably enlightened more than I about 
the magnitude of problems of all of these people who are 65 years of 
age and over living in our society after their working careers. We 
asked ourselves, What does this actually mean to us? We decided 
these people are definitely a part of our community and what affects 
our community affects us. This is no secret; there is no question 
about it. We can’t duck it. We did decide the individual is pri- 
marily responsible for preparing himself for retirement, but he has 
to be motivated. We decided it was partially industry’s responsi- 
bility to help provide this motivation. With that background we 
then asked ourselves the question, Why is a program good for us? 
One of the biggest reasons is that for years you pay into a pension 
plan many thousands and thousands of dollars until you have a very 
sizable investment. You do that for one of many reasons, but one of 
the principal reasons you do it is to help provide a better life for the 
individual after retirement. 

Well, if this isn’t accomplished and if this individual doesn’t have 
the so-called better life, then you have made a bad investment some- 
where along the line. We think it is the other half of the pension 
program in helping this individual to get the most. out of his retire- 
ment and get the most out of your investment. There are many other 
reasons also which we won’t get into detail here. 


VARIOUS TYPES OF PROGRAMS 


We then ask ourselves, What are the various kinds of so-called pre- 
retirement planning programs? We asked ourselves such questions as, 
Who do they cover? Do they cover hourly and salary people equally 
and, ina different program or the same program ? How about the use 
of magazines and various house org vans? How about the typical 
dinner and gold watch ceremony that has been going on for the last 
umpteen years? What types of real formal programs are there? 
Are wives included? Are they held on company time or employee 
time? Are they held on the premises or off the premises? After 
researching answers to these questions, we came up with about four 
or five really basic programs that are being conducted throughout 
the country today. I think at the time of our study we wrote to just 
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about every company in the country that was getting into this type 
of training program. First, there is a simple preretirement inter- 
view. ‘This is where the individual comes in just at retirement and 
sits down with some representative of management, and simply visits 
with him on various subjects. 

There is another type of program, one of individual counseling, 
coupled with a physical examination, 2 or 3 years prior to retirement, 
You gave him this physical examination, to see that he is physically 
fit at and/or after retirement. 

The third one is group counseling where you do have a formal type 
of program with many individuals present to discuss various subjects. 
The last type of program is one of general communication where the 
company just mails out magazines, periodicals and so on to the people 
who are approaching retirement, anywhere from 4 to 7 years before 
reaching 65. 

The next big question we asked ourselves, just what does the retiree 
want to know? What are his problems? and How do we fit into 
them? We found that retirees are concerned with employment (post- 
retirement employment in many instances) or financial security. He 
is very concerned with that. Also, health, housing, use of his leisure 
time and what his family relationships will be after he stops working. 


OBJECTIVES OF PRERETIREMENT PLANNING 


Then we get right down to the real question of what are the ob- 
jectives of a preretirement planning program? The first, is to pri- 
marily prepare the employee emotionally for retirement. Secondly, 
to encourage him to plan for life after retirement, and, thirdly, to 
supply him with enough information that will aid him in the solu- 
tion of his problem. 

SUGGESTED PROGRAM 


Now with all of this research material we then develop a program 
which is made up of three parts. The first part is group counseling, 
where we get together about 20 or 25 people age 60 and over and 
with an hour and a half session a week we discuss 6 specific topics of 
interest ina very informal manner. These topics are “What Is Retire- 
ment Going To Be Like,” “Making the Most of Retirement Income,” 
“How Can I Keep My Health in Later Years,” “What Can I Do With 
My Time After I Retire,’ “Should I Work After I Retire,” and 
“Where Shall I Live and What Can I Do To Have a Good Family 
Life After I Retire.” 

These subjects are discussed in six hour-and-a-half sessions. 

The second phase of our program is individual counseling. The 
formal program is given at age 60 and we hope eventually to give it 
to those around 55 and over. There is a gap in between the time he 
takes the above program and when he actually retires. So we have 
supplemented the first phase with individual counseling. Here the 
immediate supervisor of the employee and the personne] depart- 
ment annually discuss the person’s plans for retirement, his workload, 
and his future assignments. We also act as a sounding board for 
problem areas that might develop as he approaches retirement and 
help him seek solutions to these problems. 
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The third phase of our program is just one of general communica- 
tions where periodically we mail information to these people age 60 
to 65, publish articles in our house organ, and post bulletin board 
notices, etc., to keep him constantly informed. These are assists that 
provide information that will help him develop his plans for his 
retirement. 

Basically that is the program as contemplated. 

Senator McNamara. Do you have any costs; have you arrived at 
any costs in this preretirement program such as the one you have 
described ? 

Mr. Deremo. Naturally that will vary, depending upon the num- 
ber of retirees you have. We estimate about $2,000 annually for our 
company. 

“need McNamara. Does this include a physical checkup of some 
sort £ 

Mr. Deremo. No. 

Senator McNamara. I suppose that would be rather preliminary 
or how far do you go? 

Mr. Deremo. We don’t plan on partaking in that phase of the 

rogram. 

. Senator McNamara. You recommend the prospective retiree have 
it on his own ? 

Mr. Deremo. Absolutely, we maintain the private patient-physi- 
cian relationship rather than have the company get involved in this. 
We take the position of promoting it, getting him to do something 
about his health. The matter ends as far as our responsibility is 
concerned right there. 

Senator McNamara. The way you stated it, I assumed it was a 
part of your preretirement plan but it is just that you advise it at 
this point. This would be a very expensive phase? 

Mr. Deremo. Some companies do that but we would not at this 

oint. 

Senator McNamara. Do you know whether this preretirement 
plan is being adopted by other companies or other ‘aideitelen other 
than your own, or 1s this quite a unique approach ? 

Mr. Deremo. It is about 4 years old. I think the Bell & Howell 
people of Chicago are one of the first ones to get in this area. They 
worked with the University of Chicago in developing a program. In 
fact, they were a pilot company, you might say, but there are many 
across the country who are anidiy getting into it. Many of them 
are making studies such as the one we have just concluded, but all of 
them vary in degree or complexity as I mentioned earlier. 

Senator McNamara. Do you find you have to do some selling to 
some of these individuals? Do some of them resent this preretire- 
ment plan of yours, or do they generally accept it? 

Mr. Deremo. It isa voluntary program. 

Senator McNamara. Do they generally participate in it or not? 

Mr. Deremo. Well, as I said earlier, we haven’t had it in operation, 
so to speak, up to this point on a formalized basis. We have had 
individual counseling and so on for many years. 

Senator McNamara. You haven’t tried to do it overall as yet? 
Mr. Deremo. No. 
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Senator McNamara. Are you planning shortly on trying to do it? 

Mr. Deremo. Yes. 

Senator McNamara. Do you anticipate any opposition or resent- 
ment on the part of individuals, whether you are prepared for it or 
not? 

Mr. Dreremo. We realize we have a promotion job to do. 

Senator McNamara. A selling job? 

Mr. Deremo. Before it’s actually in operation. 

Senator McNamara. You have one planned ? 

Mr. Deremo. Yes. 

Senator McNamara. I think you have laid the groundwork pretty 
well. I am sure this is a very interesting plan, and I am very glad 
to make it a part of our record. We appreciate very much your 
appearing here and giving us the benefit of your experience up to date. 

Mr. Deremo. Thank you. 

Senator McNamara. Thank you very much. 

(The prepared statement of Mr. Deremo follows :) 


PREPARED STATEMENT OF JAMES DEREMO 
SETTING UP A PRERETIREMENT PLANNING PROGRAM 


Our approach to the problem of setting up a preretirement planning program 
can be broken down into three sections: I. Research or accumulating date, II. 
Development of a program, and III. Installation. 

I. Research data regarding retirement 

In accumulating data so that we could determine whether or not a pre 
retirement planning program was good for us, we asked ourselves a series of six 
questions as follows: 

(a) Is there a problem of the senior worker or the retiree?—In answering this 

question we found that the life expectancy increased tremendously from 1900 to 
1950. In fact, the life expectancy increased from 40 to 70 during this period. 
We also found that in 1900, 4 percent of the population was 65 years of age or 
older and that in 1950, 8 percent of the population fell into this same category. 
We also found that because of the change from rural to urban living, the older 
person no longer lived in the family home and continued as a member of the 
family circle, but rather lived alone and quite independently from the other 
members of his family. We also found that generally the life of a working 
person is comprised of two factors: one is raising a family and the other is 
earning a living. At retirement these responsibilities are gone and a tremendous 
void is left in the life of the retiree. 

(b) What does this problem mean to us?—We decided these people are 
definitely a part of our community and since we are a part of that community, 
we must share responsibility for this problem. These people affect our com- 
munity and our community affects us. We decided, that the the individual is 
primarily responsible for preparing himself for retirement; however, he has 
to be motivated to look forward to retirement and to take action in preparing 
himself for it. The responsibility for providing this motivation thus falls 
upon industry or business. 

(c) Why is a program good for us?—The most important reason is that it 
-arries out the basic purpose of a pension program which is to help the retiree 
plan and live a successful retirement. We also believe it will enhance our 
public relations in attracting and enabling us to retain better employees. By 
the same token, we do not want a disgruntled retiree in the community acting 
as a “bad-will ambassador.” We also believe that it will increase the efficiency 
of the prospective retiree during the last 5 to 10 years prior to retirement, 
with the employee knowing that he has solved some of the problems relative 
to his retirement. It also will create higher morale in the entire organization, 
it is a way of recognizing an individual for his years of service, and it provides 
initiative for the individual to retire before he becomes physically unable to 
perform his work and must be handled as a personnel problem. 
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(d) What are the various kinds of programs?—To answer this question we 
had to ask ourselves the following questions. 

1. How broad are these programs and whom do they cover? 2. Do they cover 
hourly and salary employees? 3. Does the same program apply to hourly and 
sulary employees? 4. How about the use of magazines and other publications? 
5. How about the “dinner and gold watch ceremony”? 6. What types of retire- 
ment programs are there? 7. Are they held on company time? 8. Are wives 
included? 9. At what ages does a company offer this program? 10. Are they 
conducted on or off company premises?. 11. Are they held on company time or 
employee time? 12. Who conducts or administers the program? 13. What 
about the use of resource people? 14. How do you promote the program? 
15. How is it installed? 

Following are the five kinds of preretirement programs that we found: 

. Asimple preretirement interview. 

. Individual counseling, coupled with physical examination. 
3. Group counseling. 

. General education via booklets, magazines, house organ, etc. 

. Combination of any of the above. 

(e) What does the retirees want to know, or what concerns him prior to 
retirement ?—We found the retiree is concerned with postretirement employment, 
financial security, health, housing, use of his leisure time, and his family rela- 
tionships. 

(f) What are our objectives of a program?—1. Primarily to prepare the em- 
ployee emotionally for retirement. 2. To encourage the employee to plan for 
life after job retirement. 3. To supply the employee with information which 
will aid him in the solution of problems related to retirement. 

This concludes the accumulation of basic data on this problem. Now I would 
like to get into the phase of actually developing a preretirement planning 
program. 


IT. Development of preretirement program 


(a) Our program consists of group counseling for those 60 years of age and 
over. Classes of about 25 people, including spouses, will participate in the 


following 6 discussion sessions 1144 hours in length to be held once a week. 
Hourly employees and wives will meet separately from salaried employees. 
The program will be held on company premises, half on company time and half 
on the employees’ time. 

1. What is retirement going to be like? 2. Making the most of retirement in- 
come. 3. How can I keep my health in later years? 4. What can I do with 
my time after I retire? 5. Should I work after I retire? 6. Where shall I 
live and what can I do to have a good family life after I retire? 

(b) The second phase of our preretirement program is individual counseling. 
It is started during the year in which the employee reaches age 60. Before the 
group counseling course ends, the following initial interviews will be held with 
the employee: 

1. The employee's supervisor will participate in the following ways: 

(a) Inform and encourage the employee to participate in the 6 weeks’ 
preretirement planning program. 

(b) Discuss possible job or position replacement. 

(c) Plan the workload until retirement. 

(d@) Act as a sounding board for problem areas where additional counsel 
and help might be given to the employee. 

2. The industrial relations or personnel division will be responsible for the 
following: 

(a) Discuss postretirement plans with the employee. 
(6) Assist in the problem areas found by the supervisor. 
(c) Arrange for a visit with the pension director. 

The industrial relations division will be responsible for coordinating these 
interviews and seeing they are carried out on an annual basis or more often, 
depending upon the circumstances and personalities involved. 

(c) The third phase of our program is general communications consisting 
of a program of periodic articles in the house organ, posting information on com- 
pany bulletin boards and mailings to the supervisors’ and to the employees’ 
homes. One of the national monthly news magazines on retirement planning 
will also be mailed to all employees 60 years of age and over. 
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III, Installation of preretirement planning program 

The third area dealing with the installation of the program can be divided into 
six items: 

(a) A series of 2 meetings of 1 hour each for groups of 25 to 30 supervisory 
personnel will be held to discuss the following: 

1. The purpose and objective of the program. 

2. The role of the supervisor in the program. 

3. The concept and need of preretirement planning. 

4. The general content of each of the 6 weeks’ sessions. 

(bv) A meeting with a union shop committee will be held to explain the pro- 
gram and its objectives and to solicit any ideas or recommendations. The ob- 
ject of this, of course, is to get union backing and support of the program and 
to help sell it to the employees. 

(c) Send out an invitational letter to all employees 60 years of age and over 
informing them of a general meeting explaining the program and its objectives. 
This letter will go out over the signature of the president of our company. 

(d) Personal visit by the immediate supervisor to explain the purpose of the 
program and encourage employees under his supervision to participate. 

(e) Conduct a general information meeting and social periods for all em- 
ployees 60 years of age and over. At the information meeting, the president 
of the company will explain the purpose and objective of the course and will 
then turn over the meeting to a member of the industrial relations staff who 
will present a detailed explanation of the program. 

(f) Conduct the course. 


Senator McNamara. Alex T. McFadyen, executive secretary, 
Chamber of Commerce, Grand Rapids. We will be glad to hear from 
you, sir. Do you havea prepared statement? 

Mr. McFapyen. I have furnished it. 

Senator McNamara. It will be put in the record entirely and you 
may proceed in your own manner to summarize if you will. 


STATEMENT OF ALEX T. McFADYEN, EXECUTIVE SECRETARY, 


GREATER GRAND RAPIDS CHAMBER OF COMMERCE, GRAND 
RAPIDS, MICH. 


Mr. McFapyen. One point I made in the formal presentation was 
to the effect that the Federal Government I believe could help in this 
program to some extent by eliminating certain Federal expenses 
which it does now incur or have been proposed which contributes I 
believe to inflation and the loss of the purchasing power of the dollars 
that the aged and the aging now have, which they could use them- 
selves for their necessities and so forth. 

I refer to a western tax counsel publication from Chicago giving 
the figures for 1957 in which it showed Michigan pays into the Fed- 
eral Treasury $19.29 for each dollar it gets back in Federal payments 
to State aids and grants and shared revenue and appropriations, reg- 
ular appropriations and social security payments to citizens in this 
State. Now that $19.29 is in relation to a national average for all of 
the States of $7.48 so Michigan doesn’t fare so well as the other States. 

Now these figures were taken from Treasury Department report 
Census Bureau, social security board reports and the State fisce 
reports. 

PROPOSAL TO ELIMINATE CERTAIN FEDERAL EXPENSES 


Now we don’t fare so well in Michigan, and it seems to me we would 
be better off to take care of our own problems. Such programs as I 
refer to on the part of the Federal Government at the present time we 
have, at least we had in 1958, a Federal debt of $276 billion. Now 
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that has an effect of inflation and it means for every man, woman, and 
child in the United States in 1958 we each owed $1,587 and that has 
an effect on the purchasing dollar anybody has whether he is over 65 
or under 65. So if we could eliminate some of those other Federal 
expenses and I will name one specifically, the farm program, where 
we are paying for things that are grown beyond the needs of the 
country and then we pay for storing them and neither the farmers or 
the consumers are any better off therefor; we would get rid of the 
immediate cost and the interest cost on those which I understand is 
about $9 billion a year. 

That sort of thing and the fact that if we could keep the cost of these 
programs closer at home and not saddle the Federal Government with 
them, take care of our own in the county and the State, everybody 
would be getting better dollar’s worth. 

I am concerned for the elderly. I am also concerned for my grand- 
children, and this thing can go on and on to where all of a person’s 
income will be paid out to the Federal Government for one program 
or another and we will have no control of our own, as individuals, and 
I believe personally in the greatest extent possible in personal re- 
sponsibility. I realize full well that at the present time there are mil- 
lions in the United States who are not able to care for themselves. I 
am saying so far as we can let’s keep it as close to home as we can and 
have the individual responsibility of the family extend to the great- 
est extent and then to the local, county and State before we go to the 
Federal Government. 

That’s all I have to say in addition to what I have on the sheet here. 

Senator McNamara. Vers well, sir, your prepared statement goes 
into some detail in this and other matters and we are certainly glad 
to have it for our records. You mention the State of Michigan pays 
into the Federal Government $19.29 for each dollar it gets back. 

Mr. McFapyen. According to the statement. 

Senator McNamara. This is a very interesting figure. I suppose 
you know in this $19.29 that goes from the State of Michigan to the 
Federal Government, does include excise taxes collected from all over 
the country on automobiles, for instance ? 

Mr. Fapyen. Yes. 

Senator McNamara. Because of the manufacturing tax, excise tax 
and so many automobiles made in Michigan, which go all over the 
country, we act merely as the collecting agency, because of the type of 
tax it is. When you are talking about getting one dollar back this 
is one dollar direct payment to the State. 

Mr. McFapyen. It includes all social security payments. 

Senator McNamara. Yes, these are more direct but they do not in- 
clude the Federal money expended in the State for interstate highway 
systems and for the deepening of the channels of the Great Lakes and 
all sorts of programs in which many millions more come back. This 
year alone $36 million for rivers and harbors and the deepening of 
the St. Lawrence Seaway came in. These are not included in your $1 
figure. 

Mr. McFapyen. I can’t say whether they are or not. 

Senator McNamara. Obviously, they are not. On the face of it 
they are not. You are talking about direct returns to the—call them 
welfare programs, if you will. 
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Mr. McFapyen. Those that I cited. 

Senator McNamara. Yes, and I think when you consider these 
other factors, it would not make this such a startling figure. It is 
startling and dramatic the way you announce it. 

Mr. McFapyen. I think probably that’s true, Senator. 

Senator McNamara. The national average is $7.28. Michigan thus 
is one of the largest taxpayers even when you consider all of these 
factors, and certainly Michigan is one of the richest States. There- 
fore the difference. 


Mr. McFapyen. That’s right and that’s why we should to the extent 
we can, do everything here at home. 

Senator McNamara. Well, don’t you think under the present system 
we are doing everything we can at home? 


Mr. McFapyen. We are doing a great deal here in this community 
and in the county and the State. yes, we are doing a great deal now. 
Senator McNamara. We are doing a great deal now. 


Mr. McFapyen. If we have to do more, I think the more we do here 
at home the better off we are. 

Senator McNamara. I think you can find ready agreement with 
that; but the fact is we are doing practically everything at home now. 
The Federal Government has very little outside of the social se curity 
program. We are not doing a very good job and the reason we are 
here is because we are not doing a very good job. I am sure your 
organization is just as much concerned as we are and we will join you 
in any effort you make to raise these needed moneys at the local level 
rather than go to the Federal Government. But unfortunately we 
find organizations opposing it at the local] level, as well as the State 
and Federal level, but not in too many instances. However, your 
testimony is helpful to the committee and we appreciate it very much. 
Thanks so much for being here. 

(The-prepared statement of Mr. McFadyen follows :) 


PREPARED STATEMENT OF ALEX T. McFADYEN 


I am Alex T. McFadyen, executive secretary, Greater Grand Rapids Chamber 
ef Commerce. 

At the request of the chairman, I am pleased to present the following infor- 
mation for consideration of the committee in response to the questions as 
indicated below : 

1. The major problems of the aged and aging—and their priority—as seen 
in this area. 

(a) Fear of or actual catastrophic or disabling health problems. 

(b) To some, the lack of sufficient finances to maintain normal living con- 
ditions. 

(c) Inactivity or lack of interests to maintain good health. 

The kinds of special activities undertaken locally by public and voluntary 
agencies to meet the needs of the elderly. 

(a) A number of local organizations have undertaken special activities in 
addition to the voluntary agencies of the United Community Fund and churches 
in the Council for the Aged and the Aging, which I understand will be presented 
fully by others appearing before the committee. 

The chamber of commerce has organized a senior service committee which 
has been operating for the past several years, with monthly meetings and a 
program of activities for retired persons, which gives them continued contact 
with community affairs and individual contacts with the various businesses in 
the community in personal calls with reports to the group. 

3. The kinds of unmet needs of older persons in this locality. 
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(a) Some older persons, because of inflation or catastrophic family expenses 
or improvidence or a combination of these, or a failure of members of the 
family to assume their responsibility, or physical disabilities, find themselves 
unable to care for themselves. 

In Grand Rapids and Kent County, however, the voluntary agencies and the 
city and the county, with the present Federal assistance, have met the needs 
to a very large degree through homes and hospital service and public appropria- 
tions and an experienced and interested staff and public support. 

4. The additional responsibilities which older persons should undertake 
themselves. 

(a) Many older persons do seek and secure for themselves employment on 
tasks they are able to perform on permanent or intermittent basis. They should 
maintain an active interest in affairs around about them and should participate 
in the activities that are made available to them by the recreation] and educa- 
tional and cultural institutions and activities publicly supported and privately 
supported and operated. 

(b) Persons still employed should provide themselves with health and accident 
insurance and life insurance to avoid becoming burdens on their families or 
others; and, where group plans and company plans are made available, they 
should participate. 

5. The additional responsibilities which voluntary agencies should assume, 
which the cities and local government should accept, which the State should 
undertake and which the Federal Government must assume. 

(a) To the best of my knowledge and belief, the voluntary agencies in this 
area have been seeking and undertaking every possible activity and service so 
that the aged and aging many continue useful, interested, healthful lives, as 
citizens of the community. 

(bo) The Grand Rapids City government and the government of Kent County 
and the State have exhibited full awareness of the needs of the aged and aging. 

(c) The State and the Federal Government should assist the aged and the 
aging, particularly by eliminating some of the present expenses which are un- 
warranted, and by balancing their budgets and eliminating deficits which add 
to inflation and thus reduce the purchasing power of the money now available 
to the aged and aging and to leave more in the hands of those who are still 
producing so that they may provide for themselves through savings and invest- 
ment. Neither the State government nor the Federal Government has 1 cent 
with which to operate or to add new services which it does not take from the 
people in the local communities, and the State and the Federal Governments 
have already overburdened the local governments and the individuals in the 
various localities. 

From an incomplete check of the situation regarding retirement plans in this 
community and area, approximately 35 percent of employees in industry and 
business are now under some sort of retirement or savings plan connected with 
their employment, in addition to approximately 100 percent of those employed by 
governmental agencies and the percentage in private employment is on the 
rapid increase. Unless the Federal Government makes an about face in ex- 
penditures and taxes, there will be further inflation which will further depre- 
ciate the buying power of those retirement and savings plans. 

I personally was national chairman and remain as trustee of a national re- 
tirement plan for all personnel employed by chambers of commerce, which pro- 
vides a retirement plan and a life insurance plan for which the employing unit 
pays in part or in whole. Both plans are receiving good acceptance and the 
coverage is expanding rapidly. 

I appreciate the opportunity to present these few comments and hope they 
may be of value to the committee. 


Senator McNamara. The next one on our list is Mr. Fred Mitchell, 
director of employment services, Michigan Employment Security 
Commission. Mr. Mitchell, we are happy to have you here, and do 
you have a prepared statement. 

Mr. Mircnuett. That is correct, sir. 

Senator McNamara. The recorder has a copy and it will be printed 
in full in the record. I see you plan to summarize it, sir, and so go 
right ahead in your own manner. 
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STATEMENT OF FREDERICK M. MITCHELL, DIRECTOR, EMPLOY- 
MENT SECURITY DIVISION, MICHIGAN EMPLOYMENT SECURITY 
COMMISSION, DETROIT, MICH. 


EMPLOYMENT PROBLEMS OF THE UNDER-65 OLDER WORKER 


Mr. Mrircuetzt. Thank you, Senator McNamara. I am pleased to 
have this opportunity to submit some testimony that gives us a chance 
to discuss one segment of the older worker group that hasn’t had too 
much attention devoted to it up until now. I refer to that group 
which I shall call the younger older worker, that is the group under 
65. In many instances their situation becomes even more critical and 
acute than those persons caught in unemployment who are over 65 by 
virtue of the fact they have no old age pension, they have no social 
security, they have no other device on which to fall back except the 
welfare. In many cases their problem is at least as acute if not more 
so than the workers 65 years or older. 

Senator McNamara. In this category many of them have respon- 
sibility for children at higher levels of education; they are trying to 
put them through high school and college and certainly this 1s a 
factor to consider; I am sure. 

Mr. Mircuety. That’s very true. As pointed out yesterday, aging 
starts from the day you are born. In our business an older worker 
can be anybody from even the age of 30 who meets trouble, difficulty 
in trying to find employment, and we are no stranger to this problem. 
The older workers were with us from the day we opened our doors 
back in 1938 and are still with us today to a very considerable extent. 


AGE STRUCTURE OF MICHIGAN LABOR FORCE 


If I might give a little background on the nature and depth of this 
problem I would like to quote a few basic statistics if I may. In the 
first place the current labor force in Michigan is somewhere around 
2.9 million, while 37 percent of that group are older workers 45 years 
old. I might say they form the backbone and the background of our 
State labor force. 

About one-third of the people in our current active file as of our 
most recent statewide inventory are older workers, the actual percent 
being around 31 percent. This figures out to 44,000 people which 
means we have a considerable load to work with in terms of trying 
to find them suitable employment. At the present time—currently 
for the first 10 months in 1959, the older workers in total, that is all 
of those over 45, make up about 17 percent of our placements. It is 
interesting to note that of that placement figure some 22,000—7.2 
percent, I should say, 22,000 are in the group 45 to 65 but only 723 are 
65 or over and thereby hangs a tale. 

Now our general approach to this problem of the older worker in 
employment is one primarily of not necessarily giving him priority 
but of trying to equalize the circumstances so that he at least gets an 
equal chance with respect to the type of employment he can do. In 
that respect there were some statements made this morning indicating 
there ought to be a certain category of work set aside for older 
workers. We do not hold with that policy. We think it is the kiss 





h 
h 


a 


f 


es th a 


iy eet |e é} 


se es 





THE AGED AND THE AGING IN THE UNITED STATES 1383 


of death for any marginal group, whether they be older workers or 
handicapped workers, to say that only they should be permitted to 
handle any particular kind of work. ‘The general reaction and result 
of such a philosophy would be simply to confine these people to only 
that type of work in the long run. 

We find older workers exist and perform satisfactory at all levels 
and all types of work and there is no reason why we should say hence- 
forth they should only be permitted to do janitorial work or work of 
that nature. 


FOUR PHASES OF PROGRAM FOR OLDER WORKERS 


Our program in general is a four-prong affair in dealing with the 
old workers. We have within our own organization a special older 
worker program. It is headed up by a State specialist and at our 
State level who has jurisdiction over this program in our 65 branch 
offices throughout Michigan. 

The second phase of our activity with respect to the older worker is 
in conducting major program service. As you may know Michigan, 
particularly Detroit, was selected as one of the cities in which the 
seven city study was conducted by the department of labor. That 
project took the better part of a year, in fact over a year, and provided 
much basic information for the promot ion of the overall older worker 
program in general. At the present time, our third approach to this 
problem is to operate in conjunction with the local committee on aging 
in Lansing, an older worker project designed primarily to see w what 

can be done in any given community to create an atmosphere which 
is compatible with the employment of older workers. So far as I 
know this is the only project of its kind in the country. It is in fact 
supported by our department of labor. Our fourth approach to this 
problem is one of cooperating on local and State levels with the vari- 
ous committees which may be active in this field, with the Governor’s 
commission and I have already mentioned the Lansing program and 
many others of that nature. 


CONCLUSIONS REACHED ON PROBLEMS OF OLDER WORKERS 


As a result of our participation, we have arrived at certain conclu- 
sions regarding the aan worker and his problems. These have been 
developed over a period of years largely as a result of our seven city 
study participation and I would like to enumerate some of these, if I 
may. 

DEEPLY INGRAINED PREJUDICES 


In the first place, we find in terms of hiring and employment the 
prejudices against the worker over 40 are very real, very deep. They 
are deeply ingrained i in the community conscience, and the thinking, 
significantly enough, is deeply ingrained in the older worker himself, 
We have found, for whatever the reason may be, that over the years 
there has grown up many fallacies and misconceptions about the older 
worker, his qualities and his capabilities, and until just recently there 
has been no challenging of these particular misconceptions or fallacies. 
It is such programs as we have just enumerated, such activity as this 
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that is tending to tear the veil of fiction away from the background of 


























fact which underlies these programs. le 
One significant thing which we have determined in our studies is ™ 
that most of the reasons cited by employers for not hiring older work- + 
ers just do not stand up under the light of any scientific appraisal. a 
One of the most common fallacies, of course, is the old theme “‘you can- ee 
not teach an old dog new tricks.” We have heard that since the day it: 
we were able to understand E nglish. It is just as fallacious as it can th 
possibly be. Another concept 1s that the older worker is more acci- th 
dent prone. As a matter of fact, it is just the contrary which is true. tc 
In terms of accident proneness ‘and in terms of reliability he out- % 
ranks any other group in the age structure. li 
By the same token, notwithstanding all of these prejudices against t] 
him, the older worker has m: uny valu: ible and salable attributes which, ts 
if we can properly sell them, promote them, makes him a most. desir- t] 
able employee. Some of his most desirable attributes are dependabil- a 
ity and loyalty. I have already mentioned his attendance record, his a 
accident record. 
n 
DEFEATIST ATTITUDE OF OLDER WORKERS ‘ 
We have found from our own personal experience that the attitude . 
of the older worker himself is a major factor in his employment. ‘ 
We have mentioned that before. We think it bears considerable 
repetition. He must assume some of this burden himself if he is 
going to be successful in the employment field. We actually have 
recorded instances in which the worker’s own defeatist attitude has ‘ 
worn off, you might say, on the employer and caused him to be re- ¢ 
jected when the employer himself might have considered him. 
Q 
MORE TIME AND EFFORT REQUIRED FOR PLACEMENT ' 
* ‘ ee I 
With respect to our own agency’s experience our feeling is the 
providing of effective employment service for older workers requires 
substantially more effort. I might say it is more than a feeling: , 
it is a program situation. In the seven cities studied, for example, 
it was established how to place the average worker of over 45—it 
took at least three and a half times as much more time and effort, 


and consideration to get him placed. We find this service gets re- 
sults but we find it is very expensive. By the same token, I have 
just mentioned this has extreme importance to our people working 
in the branch offices. As far as the budgeting process is concerned, 
a placement is a placement, and it is human nature to get that place- 
ment where it is easiest to get it and until such time as there is 
proper inducement by means of a weighted placement scoring or 
other activity it is going to present a problem in getting the older 
worker the attention he deserves. 





EMPLOYMENT PROBLEMS OF' WORKERS OVER 65 











One other thing that is highly significant to us, is that the em- 
ployment problem of the wo we over 65, which is entirely different 
from the one of the worker under 65 we find, if I may use the 
term, it is a separate breed of cats we are dealing with when we are 
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talking about a man with retirement potentials as against one who 
does not have it. 

As we have previously stated, the prejudice against the older worker 
is a very real thing. The experience gained from the many studies 
and reports compiled outline the many problems which the older 
worker encounters in seeking gainful employment. This factor in 
itself, coupled with the anticipated extension of the population of 
the upper age group, indicates more activity will be demanded from 
this group in the future. Michigan’s population alone is expected 
to expand in the next 10 years by approximately 17 percent in the 
bracket 45 to 64, about 2» percent in the bracket of 65 and over 
In order to give as much service as possible to the older worker, w ith 
the limited budget we have to work on in this field, it may be of in- 
terest to you to know that the State of Michigan, notwithstanding 
the established fact that it requires more time and money to place 
older workers, has been allocated a personnel equivalent of about 
only nine people to do this job throughout the State. 

In that respect Michigan is much more favorably handled than 
most States in this respect. We got the extra personnel because of 
our participation in these other studies which I have named, but most 
States, for your information, receive only the equivalent of approxi- 
mately two or three people to carry out this expanded program. 


PRERETIREMENT PLANNING VITAL 


We further feel that many older workers would not be in our 
active file if they had proper preretirement planning and counseling 
such as has been mentioned here today. We heartily recommend this 
philosophy. In our business we meet these people face to face daily 
and let me tell you there is nothing more tragic than to face up to this 
man who has refused to accept the inevitability of retirement, or I 
might say even the desirability of retirement until the very day he is 
pushed out that back door. It is one of the most heart-rending situa- 
tions you ever saw to say nothing of the impact it might have on his 
economic future. 

We feel if retirees were partly prepared for retirement they would 
be able to enjoy their years of retirement rather than to look for 
employment as the only means to alleviate boredom or economic 
security. We feel this program should start some years prior to the 
actual retirement and the sooner the better. 


TRENDS TO AFFECT FUTURE EMPLOYMENT OPPORTUNITIES 


In closing I would like to invite the committee’s attention to certain 
long-term trends which if continued will have a most important effect 
upon the future employment opportunities for older roe: 

In the first place, it 1s a well-known fact that more people are living 
longer. At the same time the population generally is steadily increas- 
ing and will even be at a more increased rate after 1970. 

The third point, the population 45 years of age and older is increas- 
ing more rapidly than the total population. For example, our total 
population between 1900 and 1955 doubled. The population between 
45 and 65 tripled and the number 65 and over quadrupled. 
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The next point, the population 45 and over is expected to continue 
to increase even more rapidly than those in younger age groups in the 
labor force. For example, during the next 25 years, the 45- to 64-year- 
old group will increase another 40 percent, while the 22- to 44-year-old 
group will increase by only 20 percent. 

Another most important factor, although life expectancy is increas- 
ing, work-life expectancy is declining. This is due to several factors, 
In 1975, according to present trends, a man of 60 can expect to live 17 
years or more, § at work and 9 not at work. The most important rea- 
sons for this difference is the continual increase in production efficiency 
being maintained in our manufacturing and other processes making it 

ossible for fewer workers to produce more units and currently at 
east a tendency to work longer hours overtime rather than put on 
more men has been fairly noticeable in Michigan for the last 2 or 3 
years, and the increasing use and effectivenes of retirement programs 
of various sorts. 

All of this added together seems to indicate the certain conclusion 
that if these trends are valid and continue, an increasing proportion 
of older workers will not be able to look to employment as a reliable 
source of income maintenance in the relatively near future. 

To illustrate, in 1900 a millworker at age 60 could expect to live 
about 14 more years of which 11 would be at work and three would 
be not at work. Whereas in 1975 according to these present trends, 
they may expect to live 17 years, of which 8 would be at work and 9 
would not be. It is providing for those extra years so that the older 
worker may fulfill them with reasonable dignity and comfort that 
poses a problem for government, the community and for the indi- 
viduals themselves. 


Thanks for this opportunity to discuss this and I will be glad to 
answer any questions I can. 


ANTI-AGE DISCRIMINATION LEGISLATION 


Senator McNamara. Mr. Mitchell, thank you very much. You 
have given us a viewpoint that is different from what we had in our 
record up to now and it will be very valuable to the committee, you 
can be sure. Do you, from your experience, believe discrimination 
because of age should be prohibited by State law? 

Mr. Mircue tt. I say, Senator, I think this is a moot point. I am 
well aware that other States do this. However, I think the advantage 
is primarily psychological. It has its drawback which may not 
apparent to others not in the field, and it may tend to open up the 
program to devious methods of defeating the same purpose. There 
are certain devices which can be used which would completely circum- 
vent an age discrimination factor. 

Senator McNamara. I can’t think of any devices if it were pro- 
hibited by ars yee mean the law would be so drawn they would 
say the man is physically incapable or sapere | incapable or some- 
thing like that? Is that what you have in mind? 

Mr. Mircuetu. I presume we have reference to the fact you might 
add to the FEPC Act, for example, an amendment saying you cannot 
use age per se as a factor. That could be defeated, if I might say 
so, by giving an educational limitation. We have had experience in 
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that field. If you want to get rid of a good number of older workers 
simply prescribe they have a high school education. 

Senator McNamara. If a man has been employed from 25 to 30 
years this would not be a very valid point to raise against him, would 
it, after a long record of satisfactory employment. 

Mr. Mircue.i, You are touching upon one of the great paradoxes 
of our business. It has always been a mystery to us why a man who 
can perform satisfactorily on the job for 20 years, can suddenly be 
no good simply because he becomes separated from one employer 
and now has to face another who has some arbitrary age or physical 
condition specification which may have nothing to do with the job 
he is to perform or that happens to be the sad plight of many of our 
people. 

Senator McNamara. While it makes no sense, it still exists. 

Mr. Mrrcue.u. It exists to a great extent. 


PENSION COSTS 


Senator McNamara. Do you find that pension costs prevent the 
hiring of old people or is it just one of the things you have referred to 
us excuses ! 

Mr. Mircueiyt. There may be a certain amount of merit in the 
pension costs aspect. However, I don’t think it has been sufficiently 
tried. They haven’t had enough workers generally to test it out and 
if it is I don’t think it would overcome the value the older worker 
could bring in to the company regardless. These are about the only 
areas that seem to have any significance at all and that is the cost fac- 
tors of such things as seniority programs, the retirement programs, 
and insurance, but as someone once said in terms of the returns you 
can get, this is merely peanuts. 

Senator McNamara. I am sure that’s true, but nevertheless we find 
employment offices, more of them I think, using these as a quick, 
ready way to dismiss the problem. 

Dr. Sheppard is the research director of the subcommittee’s staff, 
and he has a technical question he would like to ask you. 


INCREASE IN NUMBER OF DEPENDENTS 


Dr. Suerparp. It is really a sort of technical addition. Inciden- 
tally, you might remember I worked on that seven-city study as part 
of the Wayne University unit. It is just that this point of work-life 
expectancy is sometimes misunderstood and can be used to encourage 
some defeatist attitudes in this field. Seymour Wolfbien, who has 
worked out these work-life expectancy tables, also points out since 
1900 more people live to retire than before. In other words, the 
work-life expectancy taken at birth or even taken say at the age 
of 20, has been increasing since 1900. I think it is important, 
not just technically but also practically because it bears on this whole 
question of whether or not we can afford to support the inereasing 
number of dependents, counting children and old people. So far 
the trend since 1900 seems to indicate there is a larger number of 
workers per nonworkers than ever before, so that supplies the greater 
productive efficiency of our country. This seems to indicate that 
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maybe we can afford more than we are doing now to support the aged 
and other nonworkers. I would like to get your reaction on that 
point. 

Mr. Mircne ti. I think that is correct. I think the term is loosely 
applied sometimes. I am sure it is a relative situation and should 
be interpreted in that respect. It doesn’t mean we are going to have 
less jobs. Generally there may be less to go around in terms of 
man-hours that would be available if the total production were in the 
picture. 

Senator McNamara. Thank you very much, Mr. Mitchell. This 
is a very valuable contribution to our record, and your recommenda- 
tions implied and confirmed will be given much consideration. 

(The prepared statement of Mr. Mitchell follows :) 


PREPARED STATEMENT OF FREDERICK M. MITCHELL 

The older worker and his employment problems are no strangers to the State 
employment service. They have been with us since the very first day we opened 
our doors to the public, and they are still with us today. The extent to which 
they are still with us is indicated by the following : 


STATISTICS 


About one-third (31.2 percent) of the applicants in our branch offices seeking 
work are in the upper age group (45 years or older). This actually represents 
42,980 individuals according to our last statewide file count in May of this 
year. In the calendar year 1958, 149,621 older workers registered for work in 
our branch offices. During the calendar year 1958 a total of 18,907 upper age 
group placements were made out of a grand total of 98,675 for an average of 
19.2 percent. For the first 10 months of this year we find new application and 
placement activity to be as follows: 


Total for | Detroit 


Total, new applications. -._--- 


IR ion ais a napalm eek 
Women 


Older workers-.---- 


45 to 64 years........-- a 
65 years and over...........- 


Percentage of older workers to total_---- 


Total, nohagencey placements........................... 


Men 


Women..--.--- ete Sat uc cakes si sukceeenel 


Older workers 


| Michigan | 


365, 004 


240, 155 | 


124, 849 

68, 940 
62, 304 | 
6, 636 | 


} 


tae ae 
18.9 | 


132, 084 | 
88, 466 
43, 618 


Mt OE Oe Peaks cecakeiccncentanudbeohn genie’ a 


65 years and over 


Percentage of older workers to total_..._---- 


The labor force in Michigan is currently estimated at 2,896,600. 
percent of this amount is in the upper age group, 45 and over. 





Lower 


| Peninsula 


211, 021 


146, 934 
64, 087 


39, 403 | 


3, 916 
20.5 | 
60, 455 

40, 191 

20, 264 


9, 411 | 
ae 9, 229 
189 


15. 6 





43, 319 


141, 265 


85, 187 
56, O78 
22, 917 
20, 544 
2, 373 
“16.2 
65, 121 


44, 070 
21, 051 


12, 369 


11, 955 


414 


19.0 


Upper 
Peninsula 


About 37.6 
Current unem- 


ployment in Michigan is approximately 325,000, of which it is estimated 35.7 


percent are in the upper age group. 


This current unemployed figure is some 


what inflated due to the layoffs as the result of the steel strike. It is reasonable 


to assume, regardless of the size of unemployment, about 35.7 percent are in the 


upper age group. 


As an agency, the Michigan Employment Security Commission is deeply en- 
grossed and involved with the problems of the older worker and carries on sev- 


eral activities in his behalf. 


To begin with, a full-time older worker specialist 
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position has been established at the State office level to direct and coordinate 
the commission’s older worker program throughout the State. An older worker 
technician has been designated in every one of the commission’s branch offices 
throughout the State. The staffs of all offices have received intensive training 
as to the nature of the older workers’ employment problems and techniques that 
have proved effective in combating these difficulties. 


DETROIT IN SEVEN-CITY STUDY 


In 1956 our agency participated in the seven-city study of the older worker. 
The results of this study have been publicized many times. However, we would 
like to emphasize some of the findings and conclusions : 

(1) In terms of hiring and employment, the prejudices against the over-40 
worker is a very real thing. It is deeply embedded in the thinking of all seg- 
ments of the community, including the older workers themselves. 

(2) Most of the reasons cited by employers in the study for not hiring older 
workers did not stand up under unbiased scientific review. 

(3) Notwithstanding the prejudice against him, the older worker has many 
valuable and salable assets which, if properly known and understood, would go 
a long way toward improving his employment situation. Most common favor- 
able attributes of the older worker were dependability and sense of loyalty; 
also lower absentee and turnover rates were cited by a number of employers. 

(4) Branch office experience indicated that in many instances the attitude of 
the older worker himself was a major factor in the general problems of older 
workers. 

(5) The study indicated that providing effective employment services for 
older workers required substantially more time and effort. To a _ budget- 
conscious staff, this has considerable significance. 

(6) Intensified placement effort for older workers does get results but is con- 
siderably more expensive than normal procedures. 

(7) The employment situation of the retired worker 65 and over is entirely 
different from that of the worker under 65. 

The above points bring out some of the outstanding items of information of 
the plight of the older worker so far as his employment and retirement is con- 
cerned. Reference to the complete report of the study will bring out considera- 
ble more information of the difficulties encountered by the older worker in his 
efforts of securing gainful employment. 


LANSING OLDER WORKER DEMONSTRATION PROJECT 


Our agency is currently carrying on an older worker demonstration project 
through our Lansing branch office, in cooperation with the local community 
project on aging. The purpose of the project is twofold: (1) to develop a 
community atmosphere in which older persons will be readily accepted as 
workers on the basis of ability regardless of age, and (2) to concentrate the 
local office’s services of counseling, job development, placement, and employer 
relations in locating suitable employment for older workers in accordance with 
their abilities, consistent with labor market conditions. The project got started 
last February and the first month to 6 weeks was spent in analyzing the applica- 
tion file to see what type, or occupation, of older workers were seeking employ- 
ment and the job orders received from employers. 

On February 10, 1959, there were a total of 1,298 older applicants in our 
active file seeking work, that is 45 and over. This represented 22 percent of 
the total file of 5,885. The largest number of applicants, 33 percent, appeared in 
the skilled occupations, followed by semiskilled and unskilled with about 17 
percent in each category. It might be stated, however, that the 33 percent 
in the skilled occupations consisted primarily of building trades and con- 
struction workers who are normally laid off at this season of the year, and 
usually return to work in the spring. The balance of the file consisted of the 
following: service occupations 15 percent; clerical 10 percent; sales 5 percent 
and professional and managerial 3 percent. 

There were 96 active orders for workers on file in the branch office at the 
time. Of the 96 orders only 9 offered opportunities for older workers, or a 
little less than 10 percent. The breakdown is as follows: 


43350—60—pt. 6——-13 
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Nursemaid 
Housekeeper 

Tool and die maker 
Turret lathe operator 
Receptionist 
Salesman 


In addition to the above, which specifically indicated older workers (over 
45) would be considered, there were 28 orders that indicated an optional age 
range, four middle age and one older. 

As the project progressed, many meetings were held with the employment 
subcommittee of the Lansing community project on aging to discuss ways and 
means of further promoting the project. It was believed that training would be 
helpful to many of the older workers. Accordingly, questionnaires were sent 
out jointly by the Michigan Employment Security Commission and the project 
on aging to determine how many older workers would be interested in training 
and the type. In August these questionnaires were sent to 150 older workers, 
which at this time represented about 25 percent of the older worker active file 
(650 against the 1,298 reported in February). They were sent in the following 
occupational breakdown: 

Managerial and clerical 
Domestic workers_- 
Semiskilled workers____-~-_- 
Unskilled 


There was about a 55 percent response to this questionnaire (S2 being re- 
turned). Response to the question “Would you participate in a training or 
skill improvement program?” 


Not 
Back to work 


The question “Please indicate the kind of training you would like to take” 
(what kind of skills would you like to learn or improve?). 

Thirty-six gave a specific answer; 41 did not answer the question; 5 now had 
jobs. 

Kind of training requested in order of number of requests, were as follows 
((one) each in the balance of occupations such as bookkeeping, comptometer 
operator, sales work, practical nursing, real estate, laundry work, waitress, 
welding, tool grinding, plumbing, etc.) 

Typing 

Nurse aid 

Cooking 

eerie Pee ‘SCG nc oa Dideie cee ee a Se 2 
Sewing 


To the question “What trouble have you encountered while seeking employ- 
ment?’ the No. 1 answer was “Age.” Transportation to job, can’t find work, 
lack of specialization, can’t spell well enough, were other examples. 

Newspaper, radio, and television publicity has been used in an effort to 
educate employers and the community at large of the availability of qualified, 
mature workers in the upper age group. A letter has just been directed to 
employers in the Lansing area by the project on aging, calling their attention 
to the project and asking their cooperation. A weekly box promotional adver- 
tisement is run each Sunday in the Lansing Journal, outlining the qualifications 
of an older qualified applicant on file in the branch office. 

Monthly report on outstanding older applicants is being mailed to employers 
in the form of “Résumé,” and MESC publication. Also, a report is being sub- 
mitted periodically in the form of MESC “Focus,” this to begin with the month 
of December. 

Internal operations of the branch office are continually evaluated to make 
sure older workers are receiving their fair share of needed services in exposure 
to job opportunities. 





THE AGED AND THE AGING IN THE UNITED STATES 1391 


GOVERNOR'S STUDY COMMISSION ON EMPLOYMENT OF THE OLDER WORKER 


Our agency cooperated with, and participated in, the study originated by 
the Governor in early 1958. The program of the commission was as follows: 
(1) to define further the problems experienced by workers 45 and over in 
Michigan, utilizing whatever sources of information were available in govern- 
ment, industry, and labor. Attention to be focused upon every major labor 
market within the State to attempt to find out why many employers are reluc- 
tant to hire these persons; (2) make recommendations for action by State and 
local government, employers and labor unions, and (3) undertake whatever 
community and educational programs it thinks desirable toward alleviating 
the problem. 

The final report was submitted to the Governor in May of this year and 
contained, among others, some of the following findings: 

1. Restrictions based solely on age are required by some employers in hiring 
new workers long before the workers reach age 65. In some occupations and 
industries an applicant is too old at 35 or 40, and that the 1956 studies in 
Detroit showed that 67 percent of all job orders received by employment service 
offices during the period January to April 1956, carried age restrictions. 

2. Technological change, reorganization, mergers, relocation of plants and 
recession—all of these factors contribute to the dislocation of older workers 
from their jobs and to prolonged, and sometimes unending, unemployment. 
Physical slowing down and the chronic diseases of middle age also contribute 
to the employment problems of the older workers. 

3. A review of the experience of those States having regulatory as well as 
educational programs relating to the problems of the older worker would seem 
to indicate that education as well as regulation is necessary to achieve the 
broad base of cooperation among management, labor, governmental, and civic 
groups necessary to deal with the problem. 

4. Inadequate use is currently made of existing resources in various com- 
munities which might be coordinated into a more effective statewide operation. 
To help eliminate some of the restrictions and discriminations found, and to 
assist in developing a program of assistance to the older worker, the report 
contained some of the following recommendations: 

1. Recommend that section 12 of the Michigan Employment Security Act be 
amended to read “the commission is hereby authorized and empowered, sub- 
ject to the approval of any Federal agency charged with the administration 
of the Wagner-Peyser Act, to establish and operate in each employment service 
office established in the State of Michigan, a department or division, the sole 
function and purpose of which shall be to provide job counseling and to secure 
and make available, insofar as possible, suitable employment for persons who 
face problems in choosing and finding employment primarily because of their 
chronological age. 

2. In addition to improved counseling and placement services, the em- 
ployment problems of older workers will therefore require the establishment 
of training, retraining, and rehabilitation services involving the service steps: 

(a) Determine the occupations and industries for which older workers might 
be trained and the numbers needed. 

(b) Determine which workers among the middle aged and older unemployed 
will qualify for training and will accept training opportunities if offered. 

(c) Determine what facilities exist, or can be developed, to provide training 
in the demand occupations. 

3. Establishment of a planning bady, or council, to coordinate a program of 
training, retraining and rehabilitation at the State level, to be composed of ap- 
propriate State officials, along with representation of labor and management. 

4. That a commission be established to develop and encourage the development 
of programs to increase the employability of the middle and upper age groups. 

5. That existing resources in various communities be coordinated into a more 
effective statewide operation. For example, many communities and organiza- 
tions hold regular conferences and institutes as part of an on-going educational 
program concerning aging and the older worker. 


GENERAL STATEMENT 


As previously stated, in terms of hiring and employment, the prejudice against 
the over-40 workers is a very real thing. The experience gained from the many 
Studies and reports compiled outline the many problems which the older worker 
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encounters in seeking gainful employment. This, coupled with the anticipated 
expansion of the population in the upper age group, indicates that more activity 
can be anticipated from this group in the future. Michigan’s population is ex- 
pected to expand, according to the national trend, in the next 10 years of ap- 
proximately 17 percent in the bracket 45 to 64 and 22 percent in the 65 and over 
bracket. 

We are endeavoring to give as much service as possible to the older worker 
with the limited budget we have to work with in this field. As far as the agency 
program is concerned regarding older workers, there are two great needs to be 
met—tfirst, to obtain the cooperation of the community in developing an atmos- 
phere which will make older workers more readily acceptable on the basis of 
ability, and secondly, to properly staff our offices so they can provide more in- 
tensified branch office services of counseling, job development, placement, em- 
ployer relations, ete., which the older worker will require. While the agency, 
to a degree, is providing some of these services, there is a great need for ex- 
pansion of these services if we are to anywhere meet the demands. 

As stated in our introductory remarks, training has been given all of our 
branch office personnel in the technique of special services to the older worker, 
yet the demand on these employees for services to all workers limits the time 
available for special service to the older worker. 

We further feel that many older-worker anplicants would not be in our active 
file if they had the proper preretirement planning and counseling some years 
before pension retirement. In other words, we strongly feel that if retirees 
were properly prepared for retirement they would be able to enjoy their years 
of retirement, rather than lock to employment as the only means to alleviate 
boredom, or economic insecurity. 

In closing, I would like to invite attention to certain long-term economic trends 
which, if continued, will have a most important effect upon the future employ- 
ment opportunities for older workers: 

1. In the first place, more people are living longer. 

2. At the same time, the population in general is steadily increasing. 

3. The population 45 years of age and older is increasing more rapidly than 
the total population. (While total population between 1900 and 1955 doubled, 
the population 45 to 65 tripled, the number 65 and over quadrupled. ) 

4. The population 45 and over is expected to continue to increase more rapidly 
than those in younger age groups in the labor force. (For example, during the 
next 25 yéars, the 45 to 64 year old group will increase about 40 percent, while 
the 24 to 44 year old group will increase by only about 20 percent.) 

5. Although life expectancy is increasing, work life expectancy is declining. 
This is due to several factors. (In 1975, according to present trends, a man 60 
could expect to live 17 more years, 8 at work, 9 not at work.” Most important 
among these are: 

(a) Continually increasing production efficiency (automation, etc.), mak- 
ing it possible for fewer workers to produce more units. 

(b) Currently at least a tendency to work longer hours (overtime) rather 
than put on more men. 

(c) The increasing use and effectiveness of retirement programs of various 
sorts. 

All of this added together seems to indicate a certain conclusion, that if these 
trends are valid and continue, an increasing proportion of older workers will not 
be able to look to employment as a reliable income maintenance factor. To 
illustrate, in 1900 a male worker at age 60 could expect to live about 14 more 
years of which (1) 11 years would be at work, and (2) 3 years not at work. 
Whereas in 1975, according to present trends he can expect to live about 17 
more years of which (1) 8 will be at work, and (2) 9 years not at work. 

Providing for those extra years so that the older worker may fulfill them in 
reasonable dignity and comfort poses a neat problem of planning for all 
concerned, government, labor, industry, and the older worker himself. 

Much needs to be done in the direction of providing work or economic security 
for the older worker, and we hope this discussion will be helpful in that direction. 

Thank you for the opportunity to make these comments. 


Senator McNamara. Jordan J. Popkin, director of the office of 
hospital survey and construction. Have you a prepared statement, 
sir? 


Mr. Porxrn. Yes, I do and it has been supplied to the staff. 
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Senator McNamara. It will be printed in the record entirely, and 
we Will ask you tosummarizeit. Goright ahead. 


STATEMENT OF JORDAN J. POPKIN, PRESIDENT, MICHIGAN SO- 
CIETY OF GERONTOLOGY, AND CHAIRMAN OF GOVERNOR’S 
INTERDEPARTMENTAL COMMITTEE ON PROBLEMS OF THE 
AGING, LANSING, MICH. 


Mr. Porxtn. Senator McNamara, as president of the Michigan 
Society of Gerontology, as chairman of the Governor's Interdepart- 
mental Committee on Problems of the Aging, and also as director of 
the Michigan Office of Hospital Survey and C onstruction, I have had 
an opportunity to look at the problems of the aging in a variety of 
broad and specific ways. I am not going to try to ‘discuss i in detail 
every aspect of the interrelated housing, social, economic, health, and 
rec reation problems of senior citizens. You have had a wide variety 
of experienced people appearing before you in the course of your hear- 
ings in Michigan who are more capable of discussing these specific 
matters as they relate to our State. Certainly I would agree with 
those who appeared before you yesterday that housing and health 
represent two of our major concerns at the moment. 

There are two matters I would like to briefly discuss with you, and 
one is the need for some mechanism or agency which allows us to 
take a comprehensive view and responsibility for the individual 
senior citizen and his problems. You are aware of the wide variety of 
social welfare agencies that have developed during the past 50 years. 
There are agencies that deal with the eye, the heart, the ear, the teeth, 
income, employment problems, mental health, recreation, and so forth. 


FRAGMENTATION OF SERVICES 


This fragmentation of services has a rather serious implication for 

the individual. One is that oftentimes the particular agency with 
which he is in touch fails to take a look at the whole man. They view 
just the problem for which they have a legal, philosophical, or finan- 
cial responsibility. Second, even if the individual is capable of getting 
to all of the agencies—and there may be as many as 50 in some cases 
that can help him with his problem—he i is then left with the difficult, 
if not impossible job, of piecing together all of the information he 
has received and putting it into some sort of a comprehensive plan of 
action. Third, and quite important, if not most important, is that 
oftentimes an individual’s problems are not clearly defined and do not 
fit any of the programs of existing specialized agencies. 
Now this particular problem could arise for any number of groups 
in our society: children, the disabled and so forth, but it is a par- 
ticular problem for older people because for financial and/or health 
reasons they may be less capable of getting around to all of these 
various agencies and secondly they face such a complete change in 
their way of life within a very short period of time. 


COMMUNITY AGENCY FOR OLDER PEOPLE 


It seems to me that a very great need exists in every major com- 
munity for an agency to which older people could go for compre- 
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hensive counseling in the development of a plan for living their later 
years. Sucha counseling agency could be staffed by persons assigned 
from some existing specialized agency, after they have been given 
some training in the field of aging. This agency or central counseling 
service should have as its underlyi ing philosophy the treatment of the 
whole person, and would accept responsibility for pulling together 
all of the information and resources which would be of assistance 
in solving the individual's social, economic, and health problems, in- 
cluding the calling of a case conference where such seemed to be in- 
dicated, and involving in this conference the individual’s physician, 
welfare agency (if one happens to be involved), the housing authori- 
ties and so forth. The services of such a center should be available 
to all senior citizens in the community regardless of economic status. 
Probably it should be located near or adjacent to a senior citizen’s 
drop-in center. 


PRERETIREMENT COUNSELING A PREVENTIVE MEASURE 


The major stumbling block in the development of such counseling 
centers seems to be financing. In Los Angeles where such a center 
exists the basic funds are deriv ed from the county welfare agency. 
Perhaps, and I was interested in the earlier presentation, by the 
gentleman from the American Heating Co. giving its reason for 
stating a retirement preparation program. The beginnings of such 
a program may be seen in the development of the retir ement prepara- 
tion courses. ‘I could suggest that consideration should be given to 
using the OAST program to encourage the more systematic and com- 
plete development of retirement preparation programs and the estab- 
lishment of such centers. I was interested to hear that private 
enterprise considers this a legitimate cost of a pension program. 
Certainly the intensive individual counseling envisioned would pro- 
duce better results for older people in the midst of serious problems, 
but more important is its potential for preventing problems by en- 
couraging careful comprehensive planning by the individual to meet 
the needs of his later years. 


NEED FOR IMPROVING NURSING HOMES 


The second point which I would like to briefly comment on concerns 
the need for improved nursing homes and homes for the aged in our 
communities in Michigan. Last March when the Office of Hospital 
Survey and Construction completed its annual inventory of licensed 
facilities providing some type of nursing home care, there were 15,458 
nursing home beds located in private homes, county medical care 
facilities, general hospitals, and tuberculosis hospitals. Of these 
15,458 beds only 8,631 were beds in facilities having registered nurse 
supervision. 

The whole 8,631 had registered nurses but only half of the 8,000 
had adequate physical plants. In Michigan we need somewhere be- 
tween 16,000 and 23,500 skilled nursing home beds. This would allow 
from 2 to 3 beds for every 73 people over age 65. We can’t be more 
specific because our tools for measuring are still uncertain and sec- 
ondly our concepts of what a skilled nursing home should be still is 
a little vague. However we only receive from the Federal Govern- 
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ment via the Hill-Burton program between $100,000 and $330,000, 
the maximum we can hope to get, to assist in the construction of 
skilled nena homes. With this limited amount of money and 
only 16 to 25 percent of our estimated need met by existing facilities 
it is going to be pretty tough to make any kind of a dent in this 
picture. 


REHABILITATION OF CHRONICALLY ILL 


Since 1954 this State has seen great emphasis in the field of re- 
habilitation of senior citizens who are chronically ill and who find 
their way into our nursing homes. Most of the Hill-Burton money 
has to date been given to county medical care facilities. These are 
the outgrowth of our old county infirmaries and many of these along 
with a few Lhe pce and church-sponsored homes are making great 
strides in rehabilitating the chronically ill. As matter of fact you 

can’t get a Hill-Burton grant for a nursing home in Michigan unless 
you do provide physical “therapy as well as having a registered nurse 
supervising the nursing services. 

However, we are facing a very interesting situation because where 
this rehabilitation effort is successful it is intensifying another prob- 
lem. The rehabilitated patient no longer needs the level of care pro- 
vided by the skilled nursing home. For example, the demonstration 
research project conducted in one of our county medical care facili- 
ties by the University of Michigan, Division of Gerontology and 
Department of Physical Medicine resulted in 28 patients out of about 
40 being restored to the point where they could be discharged to their 
own homes, boarding homes, foster homes, or nursing homes provid- 
ing less extensive services. The final discharge of these apt was 
made more difficult by the lack of alternative facilities in which to 
place the patients who were rehabilitated, to the self-care level. To 
quote from the university report: 


Few communities in the United States have as yet built the kinds of housing 
or developed the types of living arrangements in which elderly persons who need 
only a minimum of supervision can find it. Likewise still almost nonexistent 
are community services which would bring to the elderly living in their own 
homes or in other noninstitutional settings the professional skills of physical 
and occupational therapists, and visiting nurses and other health fostering 
services such as homemaking, shopping, visiting, and so forth. 


NEED FOR MORE HOMES FOR THE AGED 


Thus we are keeping in our skilled nursing homes people who 
can get along in facilities less costly to construct and to operate. To 
my knowledge the only financial assistance available to assist in the 
construction of homes for the aged providing essentially domiciliary 
or shelter care are the funds made available through the loan provi- 
sions of the Federal Housing Act. Because the cost of operating 
homes for the aged must include money to repay this loan, rents in 
homes so financed are beyond the reach of many people who would 
like tobe inthem. T herefore, I would like to suggest that considera- 
tion be given to providing units of government and nonprofit organi- 
zations with outright grants to assist in the construction of homes 
for the aged, providing essentially boarding home services. Since 
these facilities should be at least programatically related to general 
hospitals and skilled nursing homes, it is conceivable such a program 
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could be best handled by broadening the current s« ope of the Hill- 
Burton program to make homes for the aged eligible for assistance, 
This would not only result in happier older people but also in the 
more effective utilization of skilled nursing home facilities, 


[ appreciate this opportunity to appear before you and I shall be 
glad to answer any questions you may have. 


FOSTER HOMES 


Senator McNamara. Thank you very much, Mr. Popkin. We are 
certainly glad to have your testimony and it does contain tremen- 
dously valuable information for the committee. It will be given every 
consideration, as you know. You mentioned in the course of your 
presentation or summary, foster homes. Is this a successful pro- 
gram? We have had very little testimony on foster homes up to now. 

Mr. Porxrn. I am not able to speak on the success of foster homes. 
I wonder what we mean by a foster home—I know we have a great 
many two- and three-bed unlicensed nursing homes throughout the 
State but I suspect this is not the type of home, in which the older 
person develops a family relationship. I am not at all certain foster 
homes have been used extensively or that county welfare people are 
attempting to develop this to any degree. Our mental health pro- 
gram has used it extensively. 

Senator McNamara. I think the definition of foster homes is 
sometimes abused and if you do have any statistics on this particular 
phase of it, if you will send it to the committee, we are very much 
interested in whether or not there is any degree of success in this area. 

Mr. Popkin, do you think there should be Federal stimulus for 
service centers which would be responsible for the whole man? 

Mr. Popkin. I think we have got to have some stimulus from some 
place. I believe that if we look on the OASI program as a national 
pension plan—although I know that is not considered a nice deserip- 
tion of the OASI program—the Federal Government would have a 
legitimate interest in such a plan in the same way that industry has 
an interest in preretirement programs, certain to the extent of helping 
to under write the cost of such centers. I am not at all convinced they 
should be operated by a Federal agency—they should be locally op- 
erated bringing in all of the resources in the local community. How- 
ever, I do think some effort should be made to encourage them, and 
as a minimum Federal funds should be made available on a demon- 
stration project basis. 

Senator McNamara. We are glad to have your opinion on that and 
I certainly agree with you it is most important to be handled as far 
as possible by local people who understand the climate in which they 
are working. I understand, Sid has a question he would like to ask. 
Go right : es Mr. Spector. 

Mr. Srecror. Mr. Popkin, I just saw a nursing home this afternoon 
that was hardly custodial, let alone rehabilitative. It set me to won- 
dering whether under the Federal mortgage guarantees for nursing 
home construction, whether those shouldn’t be limited to the ones 
that can present plans which would be rehabilitative before any 
guarantees are available for the loan ? 

Mr. Porxin. The American Hospital Association at one time I be- 
lieve recommended when that program was enacted that there should 
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be some requirement that people receiving loans meet Hill-Burton 
construction standards. This was not made a part of the law. I un- 
derstand the Federal Housing Administrator has been thinking of re- 
quiring this anyway, but as yet we have not been asked to review any 
plans for any of these loans. I am not certain any have been made yet. 
The only requirement they now have that relate to the State Hill- 
Burton agencies is that we must certify there is a need for the facility. 

Senator McNamara. Thank you very much. We appreciate your 
being here a great deal. 

(The prepared statement of Mr. Popkin follows :) 


PREPARED STATEMENT OF JORDAN J. PorpKIN 


Mr. Chairman and members of the committee, it is a privilege to be asked to 
appear before you this afternoon. As president of the Michigan Society of 
Gerontology, chairman of Governor Williams’ Interdepartmental Committee on 
Problems of the Aging, and director of the Michigan Office of Hospital Survey 
and Construction, I have had an opportunity to consider the problems of senior 
citizens from both an overall viewpoint and from the viewpoint of the specific 
needs for health facilities. 

For me to attempt to discuss in detail every aspect of the interrelated social, 
economic, and health needs of the increasing number of Michigan's senior citizens 
would be not only presumptuous but also a waste of your valuable time as I am 
sure many experienced individuals appearing before you have presented or will 
present a complete and extensive picture of the housing, income, health, recrea- 
tion, medical care, employment, and other problems of the aging in our State. 
There are, however, two matters I should like to call to your attention: (1) The 
need for a mechanism or agency which takes a comprehensive view of and respon- 
sibility for the individual senior citizen and his problems, and (2) The need for 
improved nursing homes and homes for the aged to fill the gaps in the con- 
tinuum of institutional facilities for the aged. 

You are undoubtedly familiar with the high degree of specialization of func- 
tion and responsibility which has evolved among voluntary and governmental 
agencies in the field of social welfare. The need for and desirability of special- 
ization for purposes of training, quality of service, administration, and finane- 
ing is appreciated and understood. However, this fragmentation of services for 
the individual needing and seeking help may result in a less than desirable or 
effective treatment of his total situation. Far too often, the staff of the agency to 
which he turns for assistance in solving a particular problem because of limited 
skills may fail to see the relationship of the problem it is working with to other 
problems the client is facing. Even when this relationship is seen it is not un- 
common for an agency because of its limited staff or its limited legal or philo- 
sophical responsibility to refuse to deal with the problem it is not directly con- 
cerned with. 

To be sure, referral is part of the standard operating procedure for most 
agencies but having gathered advice and help from a great many separate sources 
the individual, after a considerable expenditure of time and energy, is still left 
with the difficult, if not impossible, task of fitting all of the pieces into a com- 
prehensive plan of action. Further, and perhaps most important of all, many 
people will have problems which do not fit the carefully defined area of opera- 
tion of any of the existing agencies and thus are left completely on their own. 

While this impact of specialization can be raised in discussing the needs of 
many other groups—for example, children and the disabled—it seems to me that 
it is of particular importance in relationship to the aged who have limited mo- 
bility and who are forced to make so many adjustments in their way of life 
within a short period of time. Under such circumstances it seems impractical, 
if not impossible, to believe that one problem can be isolated and treated with- 
out considering the total experience and circumstances of the older person. 

Thus, it seems to me that a very great need exists in every major community 
for an agency to which older people could go for comprehensive counseling in the 
development of a plan for living the later years. Such a counseling agency 
could be staffed by persons assigned from the existing specialized agencies, with 
Some training in the field of aging. It would have as its underlying philosophy 
the treatment of the whole person and would accept responsibility for pulling 
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together all of the information and resources which would be of assistance in 
solving the individual’s social, economic, and health problems, including the call- 
ing of a case conference where such was indicated. The services of such a 
center should be available to all senior citizens in the community regardless of 
economic status. It could be situated near a drop-in center. 

The major stumbling block in the development of such counseling centers is 
financing. In Los Angeles, where such a center exists, the basic funds are de- 
rived from the county welfare agency. 

Perhaps the beginnings of such a program may be seen in the development of 
retirement preparation courses. I suggest that consideration should be given 
to using the OASI program to encourage the more systematic and complete 
development of retirement preparation programs and the establishment of coun- 
seling centers. Certainly the intensive individual counseling envisioned would 
produce better results for older people in the midst of serious problems but more 
important is its potential for preventing problems by encouraging careful com- 
prehensive planning by the individual to meet the needs of his later years. 

Another serious deficiency in Michigan’s services for the aging is the inade- 
quacy of present facilities for the care of the senior citizen with long-term 
chronic illness and for the care of older persons requiring only domiciliary, 
board and room services. 

As you know, under the 1954 amendments to the Hill-Burton program a cate- 
gorical grant was made available to the States to assist units of government or 
nonprofit organizations in the construction of facilities providing skilled nursing 
eare and related medical services under the general direction of a physician for 
those who are not acutely ill and do not need the services of an acute general 
hospital. In Michigan we have defined such a facility as one in which the 
nursing services are under the supervision of a registered nurse licensed in the 
State. As of last March, when the office of hospital survey and construction 
completed its annual inventory of licensed facilities providing some type of nurs- 
ing home care, there were 15,458 beds located in private homes, county medical 
eare facilities, general hospitals, and tuberculosis hospitals. Of these 15,458 
beds only 8,631 were beds in facilities having registered nurse supervision. Of 
the 8,631 beds slightly less than half (4,219) were in facilities which would be 
called acceptable in terms of the physical plant. Of the 8,631 almost half were 
in county medical care facilities and county tuberculosis hospitals. There are 
49 counties which have no facilities with registered nurse coverage or no facili- 
ties which are acceptable physical plants. 

It is estimated that there is a need in Michigan for between 16,000 and 23,550 
skilled nursing home beds based on an allowance of 2 to 3 beds for every 73 
people age 65 and over. The exact number is difficult to determine because at 
present our concepts of what is a skilled nursing home are somewhat unclear 
and alternative facilities are so limited that it is difficult to place patients else 
where even when their care needs are clearly defined. 

The State of Michigan has been receiving annually under the Hill-Burton 
program between $100,000 and $330,000 (the maximum) to assist in skilled 
nursing home construction. With only 16 to 25 percent of our estimated need 
met by existing facilities with registered nurse supervision and suitable struc- 
tures, we are severely limited in our ability to make any appreciable dent in the 
growing demand for facilities providing skilled nursing care. 

In 1954 when the office of hospital survey and construction became concerned 
with the quality of Michigan’s nursing home facilities, we were impressed by 
(1) the limited emphasis in nursing homes on rehabilitating patients to the 
self-care level or maintaining patients at this level, and (2) the wonderful 
human and economic results of Dr. Cosins in England and Drs. Ferderber and 
Hammill in Pennsylvania in applying modern concepts of physical medicine and 
social-psychological therapy to the chronically ill aged patients which fill our 
nursing homes. Consequently, in Michigan any nursing home project receiving 
Hill-Burton assistance is required to include in its program and facilities pro- 
vision for minimum physical and diversional therapy services. This, along with 
the efforts of other agencies, has done much to promote the concept of rehabilita- 
ting the aged chronically ill and to prevent the construction of the so-called 
human storage bin. 

To date Hill-Burton grants have been made primarily to county medical care 
facilities. These facilities are an outgrowth of our old county infirmaries and 
along with a few proprietary and church sponsored facilities represent the high- 
est level of long-term care in the State. Many of the 35 county facilities are 
actively trying to provide more complete care programs for their patients in- 
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cluding the provision of active rehabilitation and social-psychological programs. 
The per diem costs range from about $7 to $12 depending on the size of the 
facility and the extent of its services and special staff. 

Where this rehabilitation effort is successful, however, it is creating or in- 
tensifying another problem. The rehabilitated patient no longer needs the 
level of care provided by the skilled nursing home. For example, the demon- 
stration research project conducted in one of our county medical care facilities 
by the University of Michigan Division of Gerontology and Department of 
Physical Medicine resulted in 28 patients out of about 40 being restored to the 
point where they could be discharged to their own homes, boarding homes, foster 
homes, or nursing homes providing less extensive services. The final discharge 
of these patients was made more difficult by the lack of alternative facilities 
in which to place the rehabilitated patients. 

To quote from the university’s report “Few communities in the United States 
have as yet built the kinds of housing or developed the types of living arrange- 
ments in which elderly persons who need only a minimum of supervision can 
find it. Likewise still almost nonexistent are community services which would 
bring to the elderly living in their own homes or in other noninstitutional set- 
tings the professional skills of physical and occupational therapists, and visiting 
nurses or other health-fostering services such as homemaking, shopping, visit- 
ing, ete.” 

Thus, we are retaining persons in skilled nursing homes who can be housed in 
other types of facilities less costly to construct and operate. To my knowledge, 
the only financial assistance currently available to construct a home for the aged 
is that available under the loan provisions of the Federal Housing Act. Be- 
cause the cost of operating such facilities must include money to repay the loan, 
the cost of such shelter is beyond the reach of many who need it. Therefore, it 
is suggested that consideration be given to providing units of government and 
nonprofit organizations with outright grants to assist in the construction of homes 
for the aged providing essentially boarding home services. Since such facilities 
should be programmatically related to general hospitals and skilled nursing 
homes, it is quite conceivable that this could be best effected by broadening the 
current scope of the Hill-Burton program to make homes for the aged eligible 
for assistance. This would result not only in happier older people but also in 
the more effective utilization of skilled nursing home facilities. 

Again, let me thank you for this opportunity to present these ideas. I shall 
be happy to provide you with further details on either of these suggestions. 


Senator McNamara. The last witness on our list is Mr. Daverman. 
I understand he isn’t here and he will submit a statement for the 
record, supplying us with certain data that he thinks will be valuable 
to us and we will be very glad to have it. In addition to that I un- 
derstand we have a representative of the Michigan Nurses Association 
who has a statement they would like to insert in the record. We will 
be glad to have it and see that it is printed in its entirety in the record 
at this point if you will submit it to the recorder. Thank you very 
much. 

(The prepared statement of the Michigan State Nurses Associa- 
tion follows :) 


PREPARED STATEMENT OF PATRICIA WALSH, R.N., PRESIDENT, MICHIGAN STATE 
NURSES ASSOCIATION 


The Michigan State Nurses Association, the organization of registered pro- 
fessional nurses in Michigan, welcomes this opportunity to present to this sub- 
committee some of the problems of the aged and the aging which are of great 
significance to the nursing profession. This association is a constituent of 
the American Nurses’ Association, which is the national organization of pro- 
fessional nurses. The Michigan State Nurses Association has over 7,000 mem- 
bers in 50 constituent district associations. 

This entire subject—problems of the aged and aging—we realize, is of wide 
Scope and will include social and economic factors as well as health factors. It 
is our intention to confine our remarks to the phases of the problems that are 
particularly significant to the members of the nursing profession. 
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As members of the health team, nurses are concerned with all aspects of 
health—physical, mental, and emotional—in every age group. It is significant 
to note that the members of the nursing profession are not limited to practicing 
nursing only in hospitals or institutions. Nurses are also employed in public 
health agencies, industries, physicians’ and dentists’ offices, schools, and in al- 
most every facet of society. This is emphasized as nurses come into contact 
with all phases of the population, the sick and the well, the old and the young, 
the rich and the poor. ae : 

We know that the health problems of our senior citizens—individuals 65 years 
of age and over—are often serious ones, since it is the long-term and chronic 
diseases to which this group is most subject. We recognize that the problems of 
our senior citizens do not develop at age 65, but have their roots in earlier 
vears. We are concerned that every effort should be made to promote health 
‘and well-being in earlier years. Preparation for retirement—physical, mental, 
spiritual, and economic—should be planned for long before age 65. Sound 
health teaching and prevention of illness are an integral part of all the health 
professions. The increasing number of aged persons in our population and the 
fact that persons of this age usually are less able to pay the costs of illnesses 
add to our concern with this problem. 

Statistics presented to this subcommittee have shown that the number of 
those 65 years of age and over has been growing at an increasing rate. In 
Michigan, the total of those 65 years and over in 1900 was approximately 121,160 
or 5 percent of the population; by 1940 it was 330,854 or 6.3 percent of the 
population; by 1957 it had jumped to 567,514 or 7.3 percent of the population, 
and it is estimated that by 1970 this group will number approximately 794,000- 
327,000—about 7.9-8.4 percent of the State’s population. 

Though voluntary health insurance in the United States has had a tremendous 
growth in the past 20 years, less than half of the older population has any kind 
of health insurance. This is of vital concern to the members of the nursing 
profession. 

Many of the members of our profession engaged in public health nursing are 
constantly presented with the health problems of the aged. Public health nurses, 
through home visits, are able to encourage families to take necessary steps to 
have their elderly members seek medical attention. However, the nurse is fre 
quently confronted with an adverse economic situation—the inability of the 
patient to pay for his necessary medical attention. When this type of situation 
arises, and the medical problem is not attended to, the patient’s condition is 
neglected and when medical attention is finally sought, the condition often has 
become a long-term chronic illness. If medical attention had been sought earlier, 
a more serious problem might have been averted. 

Public health nursing agencies are finding that more and more of their patient 
visits are concerned with aged persons with long-term illnesses. This is men- 
tioned not only because it indicates a need for such service, but to point out that 
the main method of providing such service, by and large today, is through visit- 
ing nurse services, which exist mainly in the large urban areas. Small urban 
centers and rural areas have few facilities for the care of patients at home. 

In Michigan, there are only 16 counties—out of a total of 83 counties—that 
have a visiting nurse service. (On the credit size, these counties are quite 
heavily populated and represented about 76 percent of the State’s population.) 
There are also 14 counties in Michigan that do not have organized health de 
partments. It is our belief that aged citizens who are ill are entitled to skilled 
nursing care regardless of where they may live. Skilled nursing care should be 
made available to them both in urban and rural areas, whether or not their 
counties provide organizations to bring home nursing care to them. We believe 
that the question of how to provide the additional nursing services is one that 
citizens working with professional personnel must decide. Qxisting visiting 
nurse associations need continued and expanded support: in addition official 
agencies, with expanded financial and citizen support, may expand their services 
to help meet these needs. At the present time, many counties through their 
health departments are providing some nursing care to the chronically ill. In 
several counties there are demonstration projects for full visiting nurse type 
care. 

These voluntary agencies (visiting nurse associations are constantly being 
thwarted because of insufficient funds to give adequate care to senior citizens. 
In Michigan, the department of social welfare has discontinued payments to 
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visiting nurse associations for patients receiving old-age assistance. This is of 
prime significance to many of our senior citizens who need home nursing care 
but are unable to pay for it. 

We believe that funds should be made available so that the public health 
agencies throughout the country will be able to make more home visits to the 
elderly patients. With good medical supervision, these patients can 
quently be cared for at home at a lesser cost to the community. 

It has been stated that some of our senior citizens are being cared for in 
hospitals, nursing homes, and other institutions. These patients are indeed 
a challenge as well as a responsibility to the members of the nursing profes- 
sion. As nurses, we believe that everyone is entitled to the best nursing care 
possible. We know that there has been an improvement in the past few years 
in the standards of care in the nursing homes. However, there is room for 
greater improvement. In Michigan, there are approximately 572 nursing homes 
and homes for the aged caring for approximately 15,000 patients. The greatest 
percentage of these patients is over 65 years of age. During the past 3 years, 
responsibility for the licensure of nursing homes has been carried by the Michi- 
gan Department of Health. Through this program, public health nurses have 
an opportunity to help operators of nursing homes improve patient care. 
Problems such as the general lack of adequate facilities, and the alarming 
shortage of trained personnel compound the difficulty of the task. We know that 
many of our senior citizens are not getting the best nursing care in these homes 
and it is usually the economic problem that creates the situation. 

A number of studies throughout the country have been conducted to determine 
various ways of providing nursing care to patients. Some of the studies have 
been on the extension of hospital care, the rearrangement of hospital services 
and facilities into units providing care for patients depending on the type of 
nursing needed and the financing of home-care nursing visits as a part of hospi- 
tal insurance. All of these studies contribute to our information and should 
provide some guidance in the extension of home-service care which would re- 
duce the number of patients in institutions. Community services would have 
to be created and organized in many areas and adapted to the local situations 
to bring home-care services to more people. Such factors as the needs, popula- 
tion, and finances of each community should be considered. Such an effort 
would probably require participation of local, State, and Federal governments, 
as well as voluntary agencies. 

The American Nurses Association and the Michigan State Nurses Association 
believe that nursing service should be an integral part of any prepaid medical 
care plan whether under governmental or voluntary auspices. The inclusion 
of both private duty and public health nursing service as a benefit of health 
care plans would do much to make home nursing care more readily available 
to the aged. Since visiting nurse services provide free nursing care in many 
cases, and visits to aged patients appear to be increasing, payment through 
insurance coverage would help extend such service which is limited by the 
present income of these agencies. The American Nurses Association recently 
testified before the House Ways and Means Committee in favor of providing 
health insurance coverage to OASDI beneficiaries. This position was taken by 
the ANA house of delegates during the June 1958 convention. 

The most frequent and important service provided by home-care programs 
is bedside nursing and the attendant health care teaching, which is a major 
part of such nursing. Other important services should also be included such 
as homemaker services, social casework, occupational and physical therapy, 
and nutrition. Home-care programs benefit all groups in the population, but 
they are particularly suited to meeting many of the health-care needs of the 
aged. Along with the suggestion that this committee study the need for in- 
creasing and expanding care in the home goes the full realization that today 
personnel shortages in the health professions, particularly nursing, make this 
almost impossible. 

There has been a great deal of emphasis on the need for building additional 
hospital and nursing home facilities. There are several Federal grant pro- 
grams to provide financial assistance in this area. However, we believe not 
enough attention has been paid to the growing need for trained personnel to 
staff such facilities. Additional buildings and beds without qualified health 
personnel are useless. Congress voted this year to extend funds for the Fed- 
eral traineeship program to prepare professional nurses for teaching, admin- 
istrative, and supervisory positions. The members of the Michigan State Nurses 
Association are indeed grateful to those members of the committee, especially 
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Hon. Senator Patrick McNamara who so diligently interpreted this need to the 
other Members of Congress. We believe this will enable many nurses to pre 
pare for leadership roles in the nursing profession. 

As we view the participation of the nursing profession in caring for the 
aged, we find that many of the problems which now face the profession in pro- 
viding nursing care for all people are reemphasized. Care of the aged is af- 
fected by the critical shortage of qualified professional practitioners, by poor 
utilization of professional nursing skills, by the need for expansion of edu- 
cational facilities, and by the continuing need to upgrade standards of nursing 
care. The American Nurses’ Association and the Michigan State Nurses As- 
sociation are working in all of these areas in addition to their efforts to im- 
prove conditions so that nurses themselves will be secure when they reach the 
age of 65. 

In caring for patients with long-term illnesses, nurses must have knowledge 
of the physiological and social factors that affect these patients particularly 
after the age of 65. The patient must be seen in relation to his family and 
community, and knowledge of community facilities and resources is necessary 
to met the patient’s economic, social, and spiritual needs, as well his health 
needs. 

Many programs of the American Nurses’ Association and the Michigan State 
Nurses Association are directed toward improvement of patient care through 
improvement-of the contribution of nurses to that care. Our work in defining 
functions and setting standards of practice, our efforts to advance nursing edu- 
eation, and the utilization of nursing skills, are all conducted in the light of the 
major health problems of the Nation, including the problems of the aged. 

Nursing is the largest and one of the most complex of the health professions. 
Nursing services are vital to the prevention and treatment of disease and injury 
in any age group. Our special concern for the problems of the aged is manifest 
in all that is being done to improve nursing services for the public. 

The American Nurses’ Association works closely with the National Federation 
of Licensed Practical Nurses in its efforts to improve practical nursing and 
increase the number of licensed practical nurses. The trained practical nurse 
plays an important part in nursing services for the aged when she can perform 
many of the simple acts of nursing care, thus relieving the professional nurse 
for those functions which require professional judgment and skill. 

At the.1958 American Nurses’ Association convention the house of delegates 
adopted the following resolution : 

“Whereas necessary health services should be available to all people in this 
country without regard to their ability to purchase; and 

“Whereas prepayment through insurance has become a major and an effective 
method of financing health services ; and 

“Whereas certain groups in our population, particularly the disabled, retired, 
and aged, are neither eligible nor able to avail themselves of voluntary health 
insurance: Be it therefore 

“Resolved, That the American Nurses’ Association support the extension and 
the improvement of the contributory social insurance to include health insurance 
for beneficiaries of old-age, survivors, and disability insurance; and be it further 

“Resolved, That nursing services, including nursing care in the home, be in- 
cluded as a benefit of any prepaid health insurance program.” 

The Michigan State Nurses Association supports and endorses the resolution 
of the American Nurses’ Association. 

On behalf of the Michigan State Nurses Association, we wish to thank the 
committee for this opportunity to present our views regarding some of the prob- 
lems of the aging that are of concern to the nursing profession. 


The Michigan State Nurses Association will be pleased to assist this committee 
in any way possible. 


Senator McNamara. Also a statement of the Michigan Health 


Council, East Lansing, Mich. This will be inserted in the record at 
this point. 


(The prepared statement of the Michigan Health Council follows:) 


PREPARED STATEMENT OF H. B. ZEMMER, M.D., MICHIGAN HEALTH COUNCIL 


In reply to your invitation, and on behalf of the Michigan Health Council and 
the 86 State level associations which contribute to its support, I am herewith 
submitting this brief synopsis of the health council’s activities. 
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Since the problems of all of Michigan’s citizens, including the aging, concern 
the Michigan Health Council in its functioning as a statewide voluntary educa- 
tional organization dedicated to better health in Michigan, I am confident that 
this review of some of its many health programs will be helpful to the Senate 
Subcommittee on Problems of the Aged and Aging in its current deliberations. 

In documenting the scope of some of the health council’s activities I will show 
how Michigan’s problems are being met by Michigan’s citizens through volun- 
tary community-level efforts in preference to a reliance on Federal interven- 
tion in what must always be the community’s responsibility. 

It is patent that where there are no doctors, there is no health care, for the 
aged or for the rest of the population of an area. Therefore, since 1953 the 
Michigan Health Council has sought to encourage doctors (and more recently, 
dentists, too) to establish private practice in rural communities where they are 
most needed. Success of this program has been little short of phenominal; more 
than 300 Michigan towns and villages now have better medical care because of it. 
The importance of this M.D. placement service to the great numbers of senior 
citizens in those rural areas cannot be overestimated. 

The Michigan Health Council also has fostered the formation of nearly 100 
community health councils, in the belief that such local-level groups can best 
develop suitable programs to meet the special health needs of the community. 

Two excellent examples of how the aged have benefited from the establish- 
ment of these local councils can be found in the activities of the Dearborn Com- 
munity Health Council (housing), and the Kent County Health Council (survey 
of health facilities for the aged). 

As specific community problems arise in the other areas of the State, the 
other such voluntary councils meet those particular challenges. 

Also, to make sure that all worthwhile projects of community health coun- 
cils acerue to the benefit of all of Michigan’s citizens, beyond community 
boundaries, the Michigan Health Council sponsors an annual health conference. 
This conference is of particular value to rural and community groups because it 
provides the opportunity for those people to gather at one meeting and exchange 
ideas on successful, current local projects. 

In addition, the Michigan Health Council also conducts regional conferences 
in easy to reach locations of the State to take important health related infor- 
mation directly to the people. We are presently in the process of conducting 
four such regional conferences—in Marquette, Kalamazoo, Mount Pleasant, and 
Detroit. These four meetings deal primarily with the subject of health careers. 
Here we are encouraging young people to become members of the health team 
as medical assistants and technicians in their community. 

The elderly surely will benefit as more and more medical associates are re- 
cruited to help provide more health care for all the people. 

Still another important service of the Michigan Health Council is the publica- 
tion of its directory which contains a compilation of the many health organiza- 
tions in Michigan. This directory describes their functions and services and 
lists the local units of those organizations. By thus publicizing the availability 
of the many health services and the organizations providing such services, all 
segments of the population have, through the MHC, a vast source of voluntary 
agencies to which they can turn for help. 

Finally, these and the many other programs and projects of the MHC are 
publicized through all means of mass communications. Every effort is made, 
by utilizing the press, radio, television, and motion pictures to get health infor- 
mation to the people; and the widespread interest in community activities in the 
health field attests to the effectiveness of our efforts. 

In this brief review I have noted but a few of the projects and services of the 
Michigan Health Council. From our background of experience, and with the 
advices of our 86 member organizations—each of which is a statewide associa- 
tion having a major interest in health—it might reasonably be assumed that 
the MHC speaks with some authority. Consequently, we would like to offer the 
following general opinions for the record of the Senate Subcommittee on Prob- 
lems of the Aged and Aging: 

(1) (We do not believe that the so-called over 65 group should be segmented off 
from all other ages and treated in any particular way or manner. Whatever the 
problems of a person over the age of 65 are, these same problems are shared by 
persons of other ages. Sixty-five is no magic number at which people become 
the aged, and there is no number which can so designate, because people become 


aged at different ages for the same different reasons that make each person 
different from another. 
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(2) Any extra problems which the so-called aged have, are generally attrib- 
utable to a lack of finances, and sometimes to a lack of earning ability. In this 
respect they are no different than dependent children, and are the basic re- 
sponsibility of the family, just as children are. 

(3) Efforts such as the Forand bill are hindering rather than aiding our 
people, for such proposals develop further the idea that some beneficent govern- 
ment is going to, or should, support persons who, by some sort of virtue gained 
by living a certain number of years, qualify for such support. This has the 
negative effect of removing the responsibility of the individual for his future, 
the right of the family to care for its own, and the opportunity for the associa- 
tions or unions to which a person belongs to assist him in preparing for his 
years of leisure by voluntarily funded retirement programs developed by his 
association or union. 

We have seen the successes of voluntary community effort and will continue 


to promote and be dedicated to better health in Michigan through such voluntary 
means. 


Senator McNamara. We also have a statement from the Employers’ 
Association of Grand Rapids that is being sent to the committee and 
that will be inserted in the record to. 


(The prepared statement of the Employers’ Association of Grand 
Rapids follows:) 


PREPARED STATEMENT OF THE EMPLOYERS’ ASSOCIATION OF GRAND RaApPIps 


The Employers’ Association of Grand Rapids represents approximately 130 
firms of all types of manufacturing ranging in size from less than 10 employees 
to several thousands. These firms represent over 60 percent of all manufactur- 
ing employees in Grand Rapids and Kent County. 

Among our association services we have maintained since 1939 a centrally 
located employment office for our members and annually we have assisted be- 
tween 12,000 and 15,000 persons who are seeking employment. In this activity 
we accept requests from employers for new employees, we interview individuals 
seeking jobs, and refer qualified applicants to companies seeking employees. 

In our association we have made no snecific studies of age as related to em- 
ployment. Through our employment service, however, and our thousands of 
contacts with employers and employees in the community over a long period 
of time, we do feel we have a good understanding of qualifications established 
by employers for new employees. 

Our experience in employment activities indicates that manufacturers seek 
to hive individuals based on the company's judgment as to (1) the individual's 
ability to competently carry out the responsibilities of the job available; 
(2) the possibility that the cost of hiring and maintaining the individual in 
the job as related to the individual's contribution to the company’s operation 
will provide a profitable relationship for the company and the employee. 

Proper employer judgment on these two matters is usually not simple and 
includes many factors such as skills, education, experience, past employment 
records, personal characteristics, potential financial costs, potential stability, 
and physical condition. These are factors which have been long accepted in 
free enterprise and which continue to be used as proper and primary con- 
siderations in determining the advisability of hiring any individual. 

Without an understanding of these factors it is often wrongly assumed 
that because some older individuals have a difficult time finding suitable em- 
ployment that employers discriminate against employment applicants on the 
basis of age. It is easily accepted by some that because studies show that 
there is correlation between advancing years and employment opportunities 
that it should therefore be accepted as a fact that many employers discriminate 
against older persons. This is not a fact and because of a mathematical correla- 
tion between two things it cannot properly be assumed that one is the cause of 
the other. 

Actually, the reasons for such a correlation between age and employment 
opportunities are the many factors or combination of factors which are only 
indirectly related to age. These factors, when considered in relation to private 
enterprise, are usually very valid reasons for an employer to reject many 
employment applicants. For the assistance it may be to your committee, on 
the enclosed sheets we have compiled a listing of some reasons an employer 
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may find it necessary for sound business reasons to reject older age applicants. 
All these factors may be related to chronological age but they clearly indicate 
that it is not age that is important to employers, but only specific conditions 
that may be related to age. 

We believe that an understanding of this real cause and effect relationship 
as related to employment opportunities can do much to assist in finding a 
proper solution to the employment problems of the aging as it places proper 
attention on the real factors in our present society which often make it difficult 
for older persons to obtain employment. 

We hope that the attached information defining factors related to age and 
employment opportunities can have a positive value to this committee studying 
problems of the aging. We are sure that only by clarifying the actual reasons 
that older individuals sometimes have a difficult time finding suitable employ- 


ment opportunities can we begin to find a solution to the employment problems 
of the aging. 


FACTORS RELATED TO AGE AND EMPLOYMENT OPPORTUNITIES 


1. Insurance premiums are higher for older employess.—The premium cost for 
such insurance as life, surgical, and hospitalization increases with age. A com- 
pany with a very high average age will pay substantially higher rates than one 
with a lower average age. A company overloaded with older employees will 
seek, for reasons of expense, to lower this average if it can be accomplished 
without harming production standards. 

2. Pension costs increase with age—Funding of pension reserve and the dimin- 
ishing of such a reserve can be costly where annual retirements are not balanced 
in relationship to an employer’s total work force. 

3. Companies strive for a reasonable age balance among their employees.— 
This is essential to maintain continuity of production quality and quantity. 
Where, for example, the average age in a tool and die department is 50, a real 
problem exists. It will be important to develop some younger men as openings 
occur or expensive employer problems may develop. 

4. Employee workmen's compensation costs may be higher with older em- 
ployees because of potential liability for preevisting physical conditions —An 
employer may now be held liable for physical conditions existing in an employee 
_prior to his employment. Many of the conditions for which an employer may 
be held liable are much more prevalent among older employees. 

5. Workmen’s compensation costs are higher with accidents involving older 
employees.—Records seem to indicate that there is no particular increase in the 
frequency of accidents among older employees. However, when an accident does 
occur it often takes the older employee a longer period to recover. Related to 
this is the possible added expense of a replacement employee while the injured 
person is recovering, and the turnover expense when the regular employee 
returns. 

6. Older employees usually have longer seniority than other employees.— 
Employers cannot afford the risk of high turnover rates. Most laid-off people 
return to their old job when recalled. Older workers, regardless of seniority, 
are often very loyal (or become attached) to their previous job and will return 
in many cases. Turnover is very expensive to an employer. 

7. Older applicants frequently have “attitudes” which create negative im- 
pressions toward their hireability. 

(a) Older employees frequently, because of savings, are often more indepen- 
dent in their attitude than other applicants and will accept a wage only if it 
is at or above their most recent earnings. 

(b) Are not, because of pride, willing to accept a job which they feel is a less 
important job than their previous job. 

(c) May be unwilling to accept unusual conditions of employment: (1) Sec- 
ond or third shift; (2) dirt, noise; (3) high speed production; and (4) modern 
methods or equipment. 

(d) Older employees will frequently state “I don’t think I'd care for that 
type of work,” or “My back bothers me a little when I stand for long periods.” 

(e) Older workers may buck or refuse to learn a new method or procedure 
for doing a certain type of work. There is no known effective way of measuring 
this receptiveness before hiring. 
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(f) Older employees often are more set in their ways and because of long asso- 
ciation may refuse to work for a company if it isn’t a union shop or, conversely, 
if it is a union shop. 

8. It may be more difficult to train older applicants in certain jobs.—Methods 
and procedures are always becoming more complex. Many older employees still 
use an obsolete method and are unwilling or incapable of learning because they 
may lack the necessary educational background. 

9. Older employees may not fit into the necessary promotional pattern of a 
company.—Companies frequently and properly wish to promote from within. 
They must, to assume coverage of responsibilities and to hold employee interest, 
be able to promote people through various progressive steps. A department head 
of 45 who hires an assistant of 58 to, potentially, replace him when he retires 
or leaves, or is promoted is not making a good decision in providing his em- 
ployer with a replacement for his job. Normally, by the time this department 
head moves out the assistant will, in most instances, no longer be on the payroll. 
The company will have no trained logical replacement. 

10. Some types of work require physical stamina or strength not usually pos- 
sessed by persons above a certain age—While many older individuals may be 
exceptions physically, frequently there is no practical way of screening these 
people out from the others at a reasonable cost. 

Heavy lifting or heavy handling are frequently just not suited to many older 
workers. 

It should be pointed out that applicants will often refuse jobs themselves 
because they feel it is beyond their physical capacity. (Yet these people, if 
asked, may very well say, “I didn’t get the job because I was too old.”’) 

11. An older skilled employee may have a higher degree of skill, or have 
earned a much higher rate than is connected with a specific job opening.—In 
this case, the employer feels he cannot hold the person on his job; thus because 
of expected turnover costs he will attempt to find a more suitable applicant. 

12. On certain apprenticeable occupations a company-union agreement may 
stipulate a marimum age. 

13. Older employees may have a poor work or personal record and this in 
relation to other attributes will make employment difficult to jfind.—Al|so be- 
cause of unfortunate circumstances some older workers develop negative, anti- 
social attitudes, they become easily dissatisfied with new jobs—new bosses, and 
they quit or are released. They become bitter and are their own worst enemies 
when on a job interview. 

14. Mahy older employees have worked on unskilled jobs all their lives, and 
lack the skill or training to do little else when suddenly thrust upon the job 
market. 


Senator McNamara. This brings our hearings in Grand Rapids to 
a close. Again we want to thank everybody for their attention, 
cooperation, particularly the press and radio and television people 
who have treated this hearing in a very excellent manner. We think 
one of the things we have accomplished by going about the country 
is again calling to the attention of the general public the depth of 
this tremendous problem that all society must be concerned with. 
Thank you. 

(Whereupon, at 4:40 p.m., Tuesday, November 17, 1959, the hear- 
ing was adjourned. ) 








APPENDIX 





SOME PUBLIC HEALTH PRIORITIES FOR OLDER PEOPLE 
(By Albert E. Heustis, M.D., MPH, Michigan State health commissioner) 
THE SPIRIT OF 82 


\ little lady S82 years old gave the keynote for this report quite without know- 
ing it. She is in a chronic disease hospital and has a fracture of the right hip. 
Using a handrail to lift herself from her wheelchair, she said, “With some help, 
by golly, I can get along pretty well by myself.” As we are seeing time and 
time again, this is the spirit of older people. They want to get along by them- 
selves to the limit of their capabilities, but need some help to do so. Today, we 
want to share with you some thoughts about the most important kinds of help 
which could be given to the aged and aging through State and local health 
departments. 

SALESMANSHIP FUNDAMENTAL 


In Michigan, heart disease is the most common way to die among persons 
3) years of age and older; our death rate from diabetes is higher than the 
national average; and we lose more than 900 women a year to breast cancer. 
These are symptoms of diseases which crowd our hospitals, nursing homes and 
welfare rolls. People and communities cannot do too much about these problems 
until they face them realistically. A fundamental need is education of the in- 
dividual, the community and the professions; and the public health agency 
should provide some strong leadership. 

We should develop resources such as screening programs and cancer and rheu- 
matie fever registers to aid the physician and voluntary agency in persuading 
the mother of 45 to have a cancer checkup and the grandfather of 55 to get in 
for a periodic physical appraisal. We should provide long-term, persistent edu- 
cational stimulus to help communities make better use of hospital and nursing 
care facilities and to develop other services as they need them. We should help 
organize programs to bridge the pathetic gap between what is found in the test 
tube and what is used. On a State level, we have made a start on some of 
these things almost entirely through Federal funds. On a local level, some 
progress has been made, particularly in metropolitan areas, but many local 
health departments cannot meet older problems within present budgets, let 
alone provide leadership in newer fields. 

Vore intensive effort—The Michigan medical extern program is the kind of 
educational experience which the public health agency should provide on a larger 
scale. Each summer about 10 sophmore and junior medical students from 
Wayne University and the University of Michigan work on public health projects 
through the State health department. Typical of the programs, one medical 
extern participated in a project in which over 6,000 persons were tested for 
diabetes, resulting in the ultimate diagnosis of over 20 new cases of diabetes by 
private physicians. This extern made an intensive study of the operation of 
this program, making a contribution to our knowledge. Just as important, he 
gained an idea of public health which will carry over in his practice. 

We need not only a more extensive educational effort, but a more intensive 
one. 

THE LAG IN DISCOVERY 


Too much disease is discovered too late. Public testing programs are aimed 
at getting the person with possible disease to his doctor for diagnosis early, 
when there is the best chance to correct the condition, to postpone disability or 
to use rehabilitation measures; to serve as a springboard for meaningful educa- 
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tion; and to increase the use of some simple testing methods by the doctors of 
the community. Screening is a necessary supplement but not a substitute for 
periodic physical appraisal, and conserves the physician's time by bringing to 
him persons who are more likely to have disease. 

Fundamentally, we should be as concerned about the early detection of cancer 
in a 45 year old or diabetes in a 6O year old as we are in the early discovery 
of vision or hearing defects in youngsters. We should use proved early detec- 
tion weapons on a larger scale, develop supporting laboratory services, and 
actively experiment with programs such as medical appraisal for all welfare 
applicants and recipients. 

Cervical cancer.—One example is cancer of the cervix of the womb. For 30 
years we have had basic knowledge which would enable us to find this type of 
cancer early when the chance for recovery is excellent. The method as it has 
developed involves scraping a few cells from this part of the body and examining 
these cells in the laboratory. We have known about this for 30 years, vet every 
month about 35 Michigan women die of cancer of the womb, over 400 in a year, 
thousands nationally. 

Cervical cancer screening projects 


Year of | Number Number |Proven| Rate 

County project |of women! Positive! Suspect! | Atypical', followed | cases per 

examined 1,000 
St. Joseph 1954 1, 018 130 127 3 2.9 
Do ; 1955 21,323 45 19 2 1.5 
Saginaw 1955 1,000 50 42 2 2.0 
Do 1956 2 300 24 23 3 10.0 
Copper Country 1957 1, 201 14 Ys 68 6 5.0 

% 1958 2653 15 4 0 0 
Macomb... 1957 759 6 41 35 5 6.6 
Oakland 1958 1, 278 14 19 36 s 6.3 
Jackson City 1958 1, 020 4 S 10 4 3.3 
8, 552 38 125 308 364 33 3.9 


! Represents differing ways of reporting smear results 
2 Largely rescreening surveys. 


This is our experience in screening women for cervical cancer. We have 
screened less than 9,000 women in organized programs. The rate of proved cases 
is about 4 out of every 1,000 women examined—potentially 1 life saved out of 
every 250 tested. In all of these programs, specimens were taken by private 
physicians, but the cost was reduced for the individual by subsidizing the lab- 
oratory work with Federal funds. In most cases, an attempt was made to con- 
centrate the screening among women in the age group in which this type of 
eancer strikes most frequently. We can save lives by expanding this program. 

Diabetes.—Because of its hereditary tendency, diabetes is becoming more wide- 
spread year after year. Since diabetes is a progressive disease, it is important 
to find it early and give the patient incentive to get under medical care when 
there is the best chance to prevent advanced complications. Again, through 
Federal funds, some diabetes screening projects have been sponsored by State 
and local health departments with local physicians. 


Diabetes screening using clinitron 


New Cases 
Location Date Number | Number New cases per pre- 

screened | suspect cases 1,000 viously 

known 
Dickinson-Iron June 1957 5, 564 55 16 2.9 12 
Montmorency - - January 1958 - 1, 031 17 6 5.8 7 
Hillsdale February 1958 3, 062 46 7 2.4 3 
Ingham March 1958 683 25 0 13 
Gladwin-Arenac. May 1958 982 | 10 4 4.1 1 
Chippewa-Luce-Mackinac June 1958 6, 030 87 38 6.3 10 
Ionia Fair August 1958 1, 122 16 2 1.8 4 
Detroit Fair September 1958 1,914 29 2 1.0 2 
Newberry State Hospital March 1959 1, 593 23 20 12.6 0 
Saginaw City do. 5, 799 | 51 22 3.8 8 


Total __- 27, 780 329 117 4.2 60 
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These are results of Michigan surveys using the clinitron. The rate of dis- 
covery is more than 4 previously unknown cases for every 1,000 persons tested. 
We can save many people years of disability by expanding this program. 

Lung cancer, heart.—Chest X-ray has had a distinguished career as a group 
testing device, which is somewhat modified but certainly not cut short by what 
we have learned about radiation. We started out nearly 20 years ago in Mich- 
igan, taking under 16,000 X-rays a year. Last year, our 4 State mobile X-ray 
units took 300,000 chest pictures. As well as turning up tuberculosis, we re- 
ferred about 6,000 people to their doctors with possible heart conditions, and an- 
other 500 with suspected tumors. Local health departments follow up persons 
whose X-rays show possible tuberculosis or lung cancer, but little followup is 
given to those who may have a serious heart condition. A recent Michigan study 
financed by Federal funds showed an urgent need for more rapid followup of 
lung cancer suspects. 

Vultiple screening—In 1955, a workman in a small town came for a checkup 
in an experimental testing program in his plant. He showed up, he said, not be- 
cause he thought he was sick, but because “everybody else was doing it.” Later, 
he told us: “My family doctor says I'd probably be dead right now if that blood 
pressure reading hadn’t been taken when it was.” A group of nearly 6,500 were 
given a battery of tests in this particular program, hunting for signs of such 
things as heart disease, diabetes, syphilis, obesity, kidney disease, tuberculosis, 
lung cancer, and anemia. Even when we excluded cases of overweight and un- 
derweight, followup diagnoses by physicians showed 37 new cases of disease for 
every 1,000 persons screened. 

Recently, we have been using some of the things learned in this limited mul- 
tiple-screening experience to combine testing for spyhilis and diabetes with 
chest X-ray programs. , 

Glaucoma.—This serious eye disease causes from 12 to 14 percent of all blind- 
ness occurring among adults. Glaucoma results when excess fluid causes ab- 
normal pressure in the eyeball. If this condition is not corrected by medication 
or surgery, blindness results. The physician can use a tonometer to help find 
glaucoma early. This device, which tests the pressure in the eyeball, can be 
used in publie testing programs to screen out elderly persons who may be de- 
veloping glaucoma. Persons whose tests show possible disease are referred 
to an eye doctor for further examination and diagnosis. 


Glaucoma screening survey, Ottawa County, May 1959 


Age group Total | Total | Suspects 
screened suspects per 1,000 
35 to 39 r 1 | 
10 to 44 2909 | l | 3 
45 to 49 326 4 12 
50 to 54 246 | 3 12 
55 to 59 | 214 | 2 9 
i) to 64 216 | 7 32 
65 to 69 208 | 5 | 24 
70 to 74 91 | 5 | 55 
75 and over. -. | 61 6 Q8 
Not stated ll | } 
Total | 1, 679 34 20 


These are findings of the first Glaucoma mass testing survey held in Michigan 
in May of 1959 in Ottawa County—two suspects for every 100 persons tested. 
The survey was aimed chiefly at persons 40 years of age and older and the re- 
sponse was enthusiastic. 


Glaucoma screening survey, Ottawa County, suspects by sex and age 


Suspects per 1,000 females_ ss sata . eee 20 
Suspects per 1,000 males ee eee eee geen eet ee a A td teach Oe 20 
Suspects per 1,000 for those under 60 years_____---------- seed ee 10 
Suspects. per F000 Ter these over Oy years<< =e 40 


This indicates that Glaucoma increases in the later years—with four times 
as many of the suspects found in this survey over 60 years of age. 
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Glaucoma screening survey, Ottawa County (20 new cases diagnosed in followup) 


35 to 39 


atin is ls asl et ahairnai wal intelli lpi ls hahaa Sipe macs atepccaliliapeat 0 
I aa oe hse cas ssacenctgpeteee mines seelncigteagel ong eich ales ibid a. tte tail Slain, jolene ia ‘ 0 
a i a a es kul 2 
aa asic cin «snc doimeatiian abettniannce Git makes cae taiiahcet ea ide te Weve dlacse Wie aati ie ta eee ies Ie : 
a a i a a a a a 0 
I Ess einen cin a ip nit ig i ni ec i ie ice lee lai 5 
NO a aa eta sii its aa a i a hl la lS ace 3 
a a ch le a a Tae ec aes a i le + 


7> and over 


NOTE.—October 1959 followup not yet completed. 


Followup records of this first survey are still incomplete, but so far 20 pre- 
viously unknown cases of glaucoma have been found among the suspects referred 
to their private physicians for testing. Again, the age breakdown shows the 
disease in older people. Results in programs in other parts of the country have 
shown that the amount of disease discovered often runs even higher than in this 
Michigan program. Expanding this program would prevent blindness in many 
older people. 

TRENDS IN CARE 


As well as seeing new opportunities for the prevention and early detection of 
disease conditions, Michigan health departments are increasingly concerned with 
the care of chronically ill older persons. 

Home nursing.—Four out of sixteen of Michigan's visiting nurse programs are 
combined with local health departments and a fifth is under administrative super- 
vision of a local department. Over half of the people of the State live in areas 
served by these 16 nursing services. The rest, including most rural families, 
are deprived of the kind of service which often can help older people keep going 
in their own homes as most people prefer, rather than becoming patients in 
nursing homes or sometimes even in much more costly general hospital beds. 
Through Federal funds, we have sponsored several home nursing programs in 
some rural areas, but at the present rate of development it looks as though the 
elderly farmer with a stroke who needs some nursing help at home is going to 
have a long wait. 

Nursing homes.——In 1956. the Michigan department of health was given re- 
sponsibility for licensing nursing homes and homes for the aged. Nearly 75 
percent of the 572 homes now operating are fully licensed. These facilities have 
room for 15,756 patients in Michigan and are growing year by year. In the past 
3 years, 125 homes have either closed, changed location, or reduced bed capacity, 
many of them because they were unable to meet minimum care standards. Many 
homes are anxious to improve care, to meet standards, and to give the kind of 
service which will be most effective and least expensive for the older person and 
his family. 

We face two immediate problems in trying to help build better care. First, 
within current budgets we cannot give these homes necessary help in improving 
their care and in learning to use simple rehabilitation measures. Second, the 
rates paid for public care patients in most areas are totally inadequate to pro- 
vide quality care. Low rates buy pinchpenny care. Our knowledge of this situ- 
ation in Michigan was recently augmented by a samnple survey of 33 represent- 
ative homes. We found that from one-half to two-thirds of these homes, de- 
pending on bed capacity, apparently were caring for public assistance patients 
at rates less than operating cost. We need nursing homes. We need quality 
care nursing homes. Government should pay its fair share of the bill and give 
tangible assistance in upgrading care. 

Medical care facilities —Michigan has 34 county medical care facilities with 
4,345 beds operated by county boards of social welfare and under general super- 
vision of the State department of social welfare. We need to promote the de- 
velopment of high quality services in these facilities, including rehabilitation 
and outpatient services. 

Rehabilitation.—Some rehabilitation centers have been developed in Michigan, 
but most cities and rural areas are almost totally lacking effective facilities for 
physical restoration. We need to promote rehabilitation facilities and services, 
either as centers in large population areas or as extensions of general hospitals. 

Progressive care.—In Michigan, as in other parts of the country, we need to 
encourage blending the use of care facilities so the long-term patient will not 
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linger in a hospital bed needed for acute illness, when he should be in a chronic 
disease unit, a nursing home or in his own home. We need to develop enough 
flexibility so the patient can be moved smoothly from one type of care to another, 
matching the kind and quality service with the stage and nature of the patient’s 
condition. A beginning has been made in some areas. The recent development 
of a chronic disease unit at Saginaw is an example of what can be done. 


SAGINAW CouNTY HOSPITAL CHRONIC DISEASE UNIT 


Saginaw is an industrial city of over 100,000 people located in the east-central 
part of Michigan’s southern peninsula. Saginaw County has a total population 
of over 180,000. Medical care facilities serving this area are three general hos- 
pitals, a county infirmary and the Saginaw County hospital. The county hos- 
pital originally was built for tuberculosis care, and then also used for hospitali- 
zation of persons with other communicable diseases. In 1958,.the Saginaw 
Board of Supervisors approved construction of an addition to the Saginaw 
County hospital. For a total of $150,000 spent in building and remodeling, the 
county provided a 50-bed chronic disease unit which includes a dayroom, lobby, 
administrative office, diet kitchen, three security rooms for emotionally dis- 
turbed patients, physical and occupational therapy rooms and a multipurpose 
room Which is used both for recreation and as a chapel. 

At present, only public charge patients are accepted at the unit. For many 
patients, the unit is a halfway house between the hospital and home. Others 
come directly from their homes to benefit from rehabilitation services. Still 
others may be treated at the unit and later discharged to nursing homes or 
homes for the aged. 

Federal funds allocated through the State health department have been usea 
to provide a public health nursing service to help coordinate hospital and home 
services for the patients. The Saginaw story offers proof that the medium-sized 
community can develop rehabilitation and chronic disease facilities which are 
essential to the health needs of older people—often through the more efficient 
use and expansion of existing facilities. Rehabilitation programs are in various 
stages of development in a half dozen other Michigan communities. Intensified 
effort is needed to stimulate such programs throughout the State. 


Saginaw County Hospital, chronic disease unit, Sept. 3, 1958, to Sept. 1, 1959 


Condition on admission: 





COMO. 8 os a wh cbse Sates a eeted eee 3 
ON a ese i nil in cats tl ee Ta aa i 22 
ce si tak a pce ei eg 62 
Semismngianue.. 2. ai beckenas eb aris Saal ab teat Gea & 
RU intake wshaenwetnderneh tad ee 1 

I ccc stg St sh cps ccf ag pn ta bai cease cei ee 112 

Rehabilitation potential : 

Yes_ stig ines sere teenies. thea aprenden pan Sc tian cant ee aaindaa ace nade od 
No eno 1 ea et MEO Ee ee oe ee A ee ee 22 
Sot a a ee a a ee ea 2 

Total SS cate ae Te ae iene i i a a an a 112 


Records of the chronic disease unit over the course of a year show more than 
three out of four of the patients were in a critical condition, bedfast, or uncon- 
scious on arrival. Less than 50 patients showed real rehabilitation potential, 
but 42 others had some degree of hope, even though their rehabilitation possi- 
bilities were doubtful. 


Saginaw County Hospital, chronic disease unit, Sept. 3, 1958, to Sept. 1, 1959 


Patients discharged : 
Improved 


asi’ engl aaa Sigg ca es ag 37 
RE Oak. i stcceeiceitxecs scccebarsermeans sionasaa iaisticesoamnaiminae aire saan 6 
OND caw iced cre cme aa scissors jc gain caeieme igs Satake ao 


About one out of three patients admitted during the year were discharged with 
their conditions improved. 
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RECOM MENDATIONS 


These facts and faces indicate that community health services and facilities 
can do much to help older people. We need a new design of public health to 
match the lengthening lifespan—expanding the scope of services to include more 
emphasis on degenerative diseases and long-term illness. 

1. We recommend strengthening the local, State, and Federal partnership in 
local public health services.—Much basic responsibility is in the hands of local 
government, but increased Federal and State participation also is imperative. 
Communities need help to develop early detection campaigns and to build chronic 
disease and rehabilitation facilities and services. 

2. We recommend giving preventive medicine the first priority in public health 
programs for older people.—Every effort should be made to prevent diseases and 
disability at every stage of life, rather than waiting until the individual is 
ready for a wheelchair, bedfast, or dying. Communities need help to make fuller 
use of the tools of prevention. 

3. We recommend welfare payment for care in nursing homes and homes for 
the aged commensurate with the cost of providing needed services.—Cheap service 
is seldom good for the patient and often is not even economical in the long run. 
Public assistance programs should provide for adequate use of services such as 
medical restoration, which offer new hope for many older people and a greater 
return from tax dollars. 

4. We recommend broad-scale exploration of screening and health appraisal 
programs.—Potential programs include screening of public assistance applicants 
and recipients, as well as industrial workers and other adults. Because there 
are not enough doctors to provide periodic physical appraisals on a widespread 
basis, the extension of public testing programs is needed to screen out more 
persons who may have disease in early stages and to encourage them to go to 
their doctors for examination and diagnosis. Screening represents one of the 
newer phases of the long-established partnership between private medicine and 
public health, which is founded upon mutual trust and common interests in the 
health and welfare of American people. 

The distance between what is being done and what could be done may seem 
vast, but it is not nearly so far as the space between the Earth and the Moon, 
not nearly so expensive to travel, and, in our opinion, just as exciting and much 
more rewarding. 
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PUBLIC HEALTH LOOKS AT 
MICHIGAN PEOPLE PAST 45 


by 


Albert E, Heustis, M.D., M.P.H., 
State Health Commissioner 


A, THE UNENDING QUEST 


Tooay, HEALTH PROSPECTS FOR PERSONS IN THE MIODLE ANDO 
LATER YEARS ARE BRIGHT. THE vOB 1S TO BRIOGE THE GAP BETWEEN 
WHAT 1S FOUNO IN THE LABORATORY ANO WHAT iS USEO BY THE 
INOI VIDUAL, HIS FAMILY ANO COMMUNITY. 


MUCH DEPENOS UPON INDIVIDUAL ACTION. THE WOMAN IN HER 
MIDOLE YEARS WHO HAS A PERIODIC MEDICAL EXAMINATION MAY SAVE 
HERSELF FROM CANCER. ON THE OTHER HAND, ALL THE GOOD NUTRITION 
INFORMATION IN THE WORLD MAY NOT BE OF MUCH HELP TO THE FAT 
MAN WHO SURRENDERS TO HIS APPETITE. 


MUCH ALSO DEPENOS UPON COMMUNITY ACTION. A DIABETES 
TESTING CAMPAIGN IS A CHANCE TO REACH THE UNSUSPECTING DIABETIC 
WHO PUTS OFF GOING TO THE DOCTOR == TO GIVE HIM REAL INCENTIVE 
TO GET UNDER MEDICAL CARE. WITHOUT SOME KINO OF COMMUNITY 
REHABILITATION SERVICES, THE 55 YEAR OLD STROKE VICTIM, HALF- 
PARALYZED, VOICELESS, JUSTIFIES THE CHARGE THAT WE ARE WILLING 
TO SETTLE FOR MORE LIFE WITH LESS IN IT. 


IN THIS REPORT, OUR FOCUS 1S UPON PUBLIC HEALTH SERVICES 
FOR TWO MILLION MICHIGAN PEOPLE PAST 45. THESE SERVICES ARE 
AN IMPORTANT PART OF THE COMMUNITY EFFORT WHICH 1S NEEDED TO 
SUPPLEMENT WHAT THE INDIVIOUAL DOES FOR HIMSELF IN THE UNENDING 
QUEST FOR LONG AND RICH AND USEFUL LIVING. 


Aceert E. Heustis, M.0., M.P.H. 
STATE HEALTH COMMISSIONER 


APRIL, 1959 
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B. A LOOK AT MICHIGAN PEOPLE 


MICHIGAN HAS A TREMENDOUSLY INCREASED AND GROWING POPULATION, 


CONCENTRATED IN AND AROUND METROPOLITAN CENTERS. 





ABOUT EIGHT MILLION PEOPLE LIVE IN MICHIGAN. A MEANINGFUL FAMILY 
PORTRAIT WOULO REQUIRE MUCH MORE THAN SOME STATISTICS. BREAKOOWN OF THE 
THREE GENERATION FAMILY INTO SEPARATE UNITS BEARS AS STRONGLY UPON CON= 
SIDERATION OF THE HEALTH OF OLDER PERSONS AS DOES A POPULATION COUNT. 
INCOME PROBLEMS MAY BE MORE IMPORTANT THAN KNOWING WHERE PEOPLE 65 AND 
OVER LIVE. MAKING GOOD USE OF GROWING LEISURE TIME PROBABLY HAS A 
RELATIONSHIP TO THE LENGTH OF THE LIFESPAN. IN SHORT, IT SHOULO BE 
REMEMBERED THAT GROSS POPULATION STATISTICS BECOME MOST MEANINGFUL ONLY 
WHEN RELATED TO THE BASIC WAY OF LIFE. 

ACCOMPANYING CHARTS SHOW: POPULATION HAS TRIPLED SiNCE 1900. 
MICHIGAN HAS HAO THE GREATEST POPULATION INCREASE IN NORTH-CENTRAL U.S. 
MORE THAN NINE OUT OF TEN MICHIGAN PEOPLE LIVE IN THE SOUTHERN PENINSULA. 
SiX OUT OF TEN LIVE IN FOUR SOUTHEAST MICHIGAN METROPOLITAN AREAS. 

TWENTY=ONE OF MickiGAN'S 83 COUNTIES = IN THE NORTHERN PART OF THE 
SOUTHERN PENINSULA ANO NORTHERN PENINSULA == SHOWED A POPULATION LOSS 
IN THE PERIOD 1950-57 (APPENDIX A). NINE LARGER MICHIGAN METROPOLITAN 


CENTERS SHOWED POPULATION GAINS IN THE PERIOD 1950-1957 - RANGING FROM 


A FOUR PER CENT INCREASE IN DETROIT TO 32 PER CENT IN FLINT (APPENDIX B). 
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1900 1910 1920 1930 1940 1950 1957 1960 


1957 POPULATION TRIPLES THAT OF 1900 


Source: Bureau of Census. Data for 1900-1950 are federal census counts. Estimate for 1957 wos 
released December 9, 1957. Projected figure for 1960 wos released August 9, 1957, in 
Population Reports, Series P25, No. 160. This projected figure (Series 1) was based on o 
combination of assumptions regarding future fertility, migration and mortality 


Statistical Methods Section 
Michigan Department of Health 
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4 


POPULATION TRENDS BY ECONOMIC AREAS 


PERCENTAGE DISTRIBUTION 


MICHIGAN 1900 - 1957 








UPPER PENINSULA 


1900 


LOWER PENINSULA 


IPPER PART 

















LOWER PART 
1900 1910 19 930 1940 1950 1957 | 
TOTAL 74.7 74.7 81.8 87.2 87.5 89.6 91.3 
Area 5,A 16.6 12.8 10.1 7.8 ) 4 
Area 6,8,C 13.5 13.2 11.6 11.0 10.8 10.8 1 
Ares 7,D,£ 9.3 19 18:80 ABA 08.2 12.8 12:5 
Area 8,F 23.2 26.5 39.5 48.7 49.4 52.0 53.6] 
Area 9,G lll 10. 8.5 7 3 1 
* *. *. . . * . . . . . . * . * . . * . * | 
Metropolitan 
Areas 33.0 38.5 52.5 62.9 62.9 65.1 67.2 | 
| 
A 3.4 2 2.7 2.5 25 2 2.4 | 
B 5.4 S27 5.0 5.0 4.7 6.5 4.4 
c 1.5 1.4 1 a 1.8 Le ig 
D 1.7 2.3 3.4 4.4 4.3 4.3 4.6 
z ae. OR ee ee ee A ee 2 
F 17.6 21.8 35.6 45.0 45.2 47.3 49.1 
G i £8 «Ss £9 8 26 201 
| 
WESTERN EASTERN | 
METROPOLITAN METROPOLITAN Western (B,C,G) 8.7 9.3 a aa ae” Ce 
AREA AREA Eastern (A,D,E,F) 26.3 29.2 43.9 56.3 54.5 56.7 58 
Non-Metropolitan 
Areas 41.7 36.2 29.3 2.3 26.6 2.5 2.1 


he distribution of Michigan's population is very uneven, with 91% residing in the lower port of the Lower Peninsula. This large portion 
f the population is concentrated in thirty-eight of the eighty-three counties of the Stote. The remoining 9% ore almost equally divided 
between the Upper Peninsula and the upper part of the Lower Peninsula. Since 1900 the trend in each of these sections hos been o pro 
portionately decreasing one, while the lower port of the Lower Peninsula has gradually increased proportionately 
1930 in the lower port of the Lower Peninsulo wos almost entirely due to the increase in the metropolitan areas 
olitan areas have remained approximately the some 


The increase since 
since the non-metro 


lt is to be remembered thot the trend of an area may be decreasing percentoge wise yet increasing number wise This relationship 


s 
\lustrated in @ comporison of Chorts IV and V 
Note: Letters and numbers on map indicate economic creas, metropolitan and non-metropoliton, respectively, os used by the U.S. Bureau 
of Census. The numbered areas (non-metropolitan) and lettered oreas (metropolitan) are mutually exclusive 
Statistical Methods Sector 


Michigan Department of Health 
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POPULATION TRENDS BY ECONOMIC AREAS 


PERCENTAGE DISTRIBUTION 


MICHIGAN 1900 - 1957 



















UPPER PENINSULA 





1910 1920 


PENINSULA 


i PPER PART 








LOWER PART 
1900 1910 1920 19x 
i TOTAL 74.7 74.7 61.8 87.2 
| 
j Area 5,A 14.4 12.8 10.1 }.8 9 7.4 7.1 | 
Area 6,53,C 13.5 13.2 11.6 11.0 10.8 10.8 11.0 | 
Area 7,D,E 12.5 11.9 12.1 12.4 12.2 12.1 12.5 
Area 8,F 23.2 26.5 39.5 48.7 49.4 52.0 53.6 
Area 9,G 11.1 0.3 8.5 ? 7.2 7.3 7.1 





eee ea ee ee ee eee ee 


Metropolitan 










Areas 33.0 38.5 $2.5 62.9 62.9 65.1 67.2 | 
A 3.4 3.2 2.7 2.5 2.5 2.4 2.4 
8B 5.4 5.7 5.0 5.0 4.7 4.5 4.4 | 
c 1.5 1.4 l. 1.7 1.8 1.9 1.9 
D 1.7 2.3 3.4 4.4 4.3 4.3 4.6 
E 1.6 1.9 2.2 2.4 2.5 2.7 2.8 
F 17.6 21.8 35.6 45.0 45.2 4). 49.1 
G 1.8 2.2 1.9 1.9 1.9 2.0 2.0 

WESTERN EASTERN 
METROPOLITAN METROPOLITAN Western (B,C,C) 8.7 
AREA AREA 


9 
Eastern (A,D,E,F) 24.3 29 


Non-Metropolitan 

Areas 41.7 3%.2 29.3 24.3 24.6 24.5 
The distribution of Michigon'’s population is very uneven, with 91% residing in the lower port of the Lower Peninsula. This large portion 
of the population is concentrated in thirty-eight of the eighty-three counties of the Stote. The remcining 9% are almost equally divided 
between the Upper Peninsula and the upper part of the Lower Peninsula. Since 1900 the trend in each of these sections has been o pro 
portionately decreasing one, while the lower port of the Lower Peninsula has gradually increased proportionately 
1930 in the lower part of the Lower Peninsula was almost entirely due to the increase in the metropolitan creas. 
politen areas hove remained approximately the some 


The increase since 
since the non-metro 


It is to be remembered thot the trend of on area may be decreasing percentage wise yet increasing number wise This relationship is 
illustrated in a comparison of Chorts IV and V 
Note: Letters and numbers on map indicate economic areas, metropolitan and non-metropolitan, respectively, os used by the U.S. Bureou 


of Census. The numbered creas (non-metropolitan) and lettered areas (metropolitan) are mutuelly exciusive 


Stotist »| Methods Section 
Michigon Department of Meolth 
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THE NUMBER OF PERSONS 45 AND OVER IN MICHIGAN IS ON 
THE INCREASE, MICHIGAN IS YOUNGER THAN THE NATION 


AS A WHOLE, WOMEN ARE OUTLIVING MEN, INCREASES IN 
POPULATION 65 AND OVER HAVE OCCURRED IN RURAL ANDO 
URBAN AREAS, 





How MANY 45 ANo OveR: MICHIGAN HAD 2,082,000 PeorLe 45 ano over 
IN 1957 == OVER ONE=FOURTH OF THE TOTAL POPULATION. THIS 1S LOWER 
THAN THE NATIONAL AVERAGE (26.7 PER CENT OF TOTAL POPULATION, 


COMPARED WITH 29.3 PER CENT NATIONALLY), BUT 1S AN INCREASE OF 18 


PER CENT Since 1950. 


Persons 45-64; 1,514,486 - 19.4 PeR CENT OF THE TOTAL POPULATION, 


LESS THAN THE ESTIMATE OF 20.5 PER CENT IN THIS GROUP FOR THE NATION. 


Persons 65 ano Over: 567,514 - 7.3 PER CENT OF TOTAL POPULATION, 


COMPARED WITH ESTIMATEO 8.8 PER CENT PERSONS THIS AGE IN THE NATION, 


LiFe EXPECTANCY: LIFESPAN HAS LENGTHENEO FOR BOTH MEN AND WOMEN = 


WiTH WOMEN MAKING BY FAR THE MOST DRAMATIC GAIN. 


INCREASE 65 ANO OVER: MICHIGAN'S POPULATION AGE 65 ANDO OVER HAS 
INCREASED BY AN ESTIMATED 23 PER CENT SINCE 1950. ONLY SIX COUNTIES 
HAVE HAO AN ESTIMATED CECREASE IN PERSONS over 65 since 1950. 


INCREASES HAVE BEEN RECORDED IN LARGE METROPOLITAN CENTERS AND iN 


THINLY POPULATED areas (APPENDIX C). 
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LIFE EXPECTANCY LENGTHENS 


MICHIGAN, 1920---1950 


white male white female 






15.8 yeors 
oft life 


ained 
ince 





1920 1930 1940 1950 1920 1930 1940 61950 


Note: Dato for tote! population not aveilable for ol! years 


Source: U.S. Bureau of Consus Life Tables. 


Statistical Methods Section 
Michigon Deportment of Health 
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AGE AT DEATH—@ changing fratlern 


Percentage Distribution 
Michigan, since 1900 


i ane 


UNDER IS 15 2 IS 15-44 ee GS AND OVER 
340 eae hs Ee 217 166 / et 27 Ce os 


306 [===19.3 


$$ rrr 


Mae ee : = 
| er Sear 


oe 


i92 §-:206 


9.9\7.9) / 26.6 


Since the beginning of the century on amazing ond progressive change in the oge at death pattern hos 
occurred between the younger (under 45 years) and older (45 years ond older) age groups. 


UNDER 45 YEARS 45 YEARS & OLDER 
1900 56% 44% 
1957 18% 82% 





The trend has been o gradual decrease in each of the age groups under 45 years and a gradual increase 
in each of the age groups 45 yeors and older. 


In 1900 approximotely 1/3 of all deaths occurred under 15 yeors of age; the proportion hos decreased to 
only 1/10 at the present time. 


In contrast only slightly over 1/4 of all deoths occurred in the 65 and over age group in 1900; the pro- 
portion has increased now to more than 1/2 


These changes reflect 1) the decrease in deaths due to communicable diseases ond other diseases of 
childhood, 2) an increase in those due to chronic diseases in the older age groups 


Statistical Methods Section 
Michigan Department of Health 
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C. HEALTH FOUNDATIONS 












FAILURE TO USE PROTECTIVE MEASURES EARLY IN LIFE CAUSES TRAGIC 
SACRIFICES OF HEALTH AND PRODUCTIVITY AMONG PERSONS 45 AND 
OVER IN MICHIGAN, STRENGTHENING EFFORTS IN THE FIRST PART OF 
THE LIFELINE REMAINS ONE OF THE BEST WAYS TO ASSURE BETTER 
coor IN LATER YEARS, PREVENTION PAYS LIFELONG DIVIDENDS, 


A MAN OR WOMAN AT AGE 45 or 65 1S AN ACCUMULATION OF HEALTH 
EXPERIENCE WHICH HAS GONE BEFORE. THE CHILD OF 1959 WHO SUFFERS 
PARALYTIC POLIO BECAUSE HE 1S NOT IMMUNIZED 1S THE CRIPPLE OF 1999. 
|F THE INOIVIOUAL 1S TO REACH MIDOLE OR LATER YEARS IN REASONABLY 
GOOD CONDITION, A WHOLE BATTERY OF POTENTIALLY GRIEVOUS INSULTS TO 
HEALTH MUST BE PREVENTED; OIPHTHERIA, SYPHILIS, SMALLPOX, GONOR- 
RHEA, ANO OTHER INFECTIONS; NUTRITION DEFICIENCIES, COMMON GOITER, 
MASSIVE TOOTH DECAY, EMOTIONAL DISASTER ANO RHEUMATIC HEART TROUBLE. 
THE CHILD WHO GOES THROUGH FORMATIVE SCHOOL YEARS STRUGGLING WITH 
AN UNDETECTED VISION OR HEARING LOSS MAKES SACRIFICES WHICH WILL 
FOLLOW HIM THROUGH THE REST OF HIS LIFE. TRACED BACK TO ITS ROOTS, 
GOOD HEALTH FOR THE 45 YEAR OLD BEGINS WITH SOUND PREPARATION OF 
YOUTH FOR PARENTHOOD, CONTINUES WITH EARLY AND COMPLETE MATERNITY 
CARE, ANO WITH FULL USE OF MEASURES TO PREVENT OISEASE, TO CORRECT 
DEFECTS AND BUILD HEALTH OF BODY ANO MIND. MICHIGAN IS FALLING 
SHORT IN HELPING CHILOREN AND YOUNG PEOPLE REALIZE THE FULL POTEN- 
TIAL OF MODERN HEALTH OPPORTUNITIES. FAILURE TO USE SPECIFIC 
PREVENTIVE AND CORRECTIVE HEALTH MEASURES EARLY IN LIFE IS A TRAGEDY 
OF MAJOR PROPORTIONS. SUCH FAILURE CREATES MANY OF THE HEALTH TROUBLES 


OF PEOPLE IN THE MIDOLE AND LATER YEARS == THE "OLO MEN OF 45," 
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b, HEALTH AFTER 45 












CHRONIC DISEASES -- HEART CONDITIONS, CANCER, 
DIABETES -- DISABLE THOUSANOS OF OLDER PERSONS 
AND ARE LEADING CAUSES OF DEATH IN THE MIDOLE 
AND LATER YEARS, INOUSTRY HAZAROS AND ACCI- 
DENTS ARE MAJOR HEALTH THREATS, TUBERCULOSIS 
AND SYPHILIS REMAIN LEADING INFECTIOUS DISEASES. 





WHILE HEALTH IN THE YEARS Berore 45 1s ALMOST AS VARIED 
AS FINGERPRINTS, THERE ARE SOME COMMON DENOMINATORS. AS THE 
INDIVIDUAL CROSSES THE THRESHOLD INTO THE MIDOLE YEARS, HE 
HAS EXPERIENCEO NUMEROUS INFECTIONS, INCLUOING THE USUAL 
CHILOHOOD DISEASES. HE MAY HAVE LOST HIS TONSILS AND APPENDIX 
ANO MAY HAVE DENTURES. HE HAS ACCUMULATED SOME RUFFLES OF 
FAT. THE INDIVIDUAL SYSTEM HAS TAKEN MULTIPLE EMOTIONAL ANO 
PHYSICAL SHOCKS. THERE IS A GREAT DEAL OF BACKGROUND EMO- 
TIONAL TENSION. IF THE INDIVIDUAL 1S FORTUNATE, HE MAY HAVE 
ESCAPED MAJOR CHRONIC HEALTH PROBLEMS. IF HE 1S NOT SO 
FORTUNATE -= ANO MANY ARE NOT == HE MAY BE RESISTING OR TRYING 
TO LIVE WITH DIABETES, HEALED TUBERCULOSIS, CORONARY DISEASE, 
SILICOSIS, ARTHRITIS OR ALCOHOLISM, 

AS HE GOES INTO THE MIDDLE ANO LATER YEARS, HE FACES A 


MULTITUDE OF HEALTH HAZARDS, THE CONCERN 1S NOT SO MUCH THE 


CONO!I TION WHICH MAY ENO A LONG LIFE SPAN. RATHER, THE CONCERN 





P. 
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iS WITH CONDITIONS WHICH CRIPPLE ANO CAUSE DEATH PREMATURELY. 
MICHIGAN'S BATTLEFIELO LOOKS ABOUT LIKE THIS: 

LEADING KILLERS = LEADING CAUSES OF DEATH IN MICHIGAN 
COMPARE CLOSELY WITH THOSE REPORTED NATIONALLY. MAIN EXCEPTION 
AMONG DISEASES CENTERED IN OLOER AGE GROUPS |S DIABETES, WHICH 
RANKS AS THE EIGHTH LEADING KILLER COUNTRY=WIDE, BUT IS SIXTH 
iN MICHIGAN. HEART DISEASE ANO CANCER, FITTING THE NATIONAL 
PATTERN, ACCOUNT FOR OVER HALF OF THE TOTAL DEATHS. 

CHANGED PATTERN = IN THE LAST HALF CENTURY, AS ACUTE AND 
INFECTIOUS CONDITIONS HAVE BEEN BROUGHT UNDER CONTROL, CHRONIC 
OISEASES HAVE MOVEO TO THE FOREFRONT. IN DEATHS FROM THE TEN 
LEADING CAUSES IN 1900, ONLY TWO OUT OF TEN WERE CHRONIC 
DISEASE; BY 1955, THIS RATIO WAS SEVEN OUT OF TEN. THIS SHOWS 
PROGRESS AND NEW PROBLEMS. 

MANY SACRIFICE = A SIGNIFICANT PERCENTAGE OF DEATHS FROM 
LEADING KILLERS OCCURS AMONG PERSONS 45-64, cUTTING SHORT 
NORMAL LIFE SPANS. OF THE TOTAL CANCER DEATHS, ALMOST FOUR 
OUT OF TEN ARE PERSONS 45 To 64 Years oF AGE. 

DiSABILITY ESTIMATES = IF THE STATE MATCHES NATIONAL DIS- 
ABILITY EXPERIENCE* AS CLOSELY AS IT DOES NATIONAL TRENOS IN 


POPULATION AND MORTALITY, MICHIGAN (1957 PoP.) 1S SUFFERING 


OO 


*PRELIMINARY REPORT ON DISABILITY, U.S. NATIONAL HEALTH 
Survey, (PHS PusticaTion No. 584-84) 
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FROM CERTAIN CHRONIC DISEASES AND DISABILITIES ABOUT AS 


15,600 
39,000 
39,000 
117,000 


THIS INDICATES 


AS REASONS FOR 


AGED AND 


THE SCOPE OF CRITICAL PROBLEMS 


IMPROVING EFFORTS TO PREVENT, 
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FOLLOWS: 
BLINO 241,800 -- HEART DISEASE 
CANCER 241,800 -- HYPERTENSION 
TOTALLY DEAF 93,600 -- sTROKE 

DIABETES 


IN CARE, AS WELL 


CORRECT OR CURB 


DISABLING CONDITIONS. 


OCCUPATIONAL DISEASE = OCCUPATIONAL DISEASE BUILDS 


AGE. 


ARE CUMULATIVE, 
AND CAUSING A HEALTH CRISIS LATER 


PNEUMOCONIOSIS, 


POISONING, 


RADIATION, 


TOXIC PLASTICS. 


FACTURING PROCESSES, 


HEALTH. 


INFECTIOUS DISEASES - 


DEVELOPING 


OCCUPATIONAL HEALTH THREATS 
CANCER, 


AIR POLLUTION, 


INOUSTRIAL DEVELOPMENT, 


UP WITH 


MANY DISEASES, SUCH AS VARIOUS TYPES OF PNEUMOCONIOSIS, 


IN THE INOIVIOUAL OVER THE YEARS 


IN LIFE. AS WELL AS 
INCLUOE LEAD 
ORGANIC SOLVENT POISONING, CARBON MONOXIDE, 


HEAT, SKIN DISEASES, NOISE, AND 


INCLUDING NEWER MANU- 


1S ACCOMPANIED BY A VARIETY OF HAZARDS TO 


LEADING INFECTIOUS DISEASES CON=- 


TINUING TO CLAIM A HEAVY TOLL IN THE 45 AND OVER AGE GROUP 


ARE TUBERCULOSIS AND SYPHILIS. 


HAVE BEEN MARKEOLY REOUCED, 


SACRIFICE 


IN LIVES, 


WHILE BOTH OF THESE OISEASES 
THEY STILL CAUSE A HEAVY, NEEDLESS 


PRODUCTIVITY AND DOLLARS. 
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XIV 


LEADING CAUSES 


OF DEATH 


MICHIGAN 1957 





| HEART es 38 2% 


71.5% b 
of all 
deaths 


aliens mu 16 3% 


VASC. 
a LESIONS M15 % 
OF C.N.S. 


4 ACCIDENTSH 5.5 % 
5 PNEUMONIA . am 3.3%, 
12.4% > 6 near? - m2.3% 
cain 7 IMMATURITY =20% 


8 ARTERIOSCLEROSIS gg 19% 
9 CONG.MALFORMATIONS #8 1.6% 
10 CIRRHOSIS Bi3% 
OF LIVER 


6.1% RE 
of all , 


* ALL OTHER SS 16 1° 
deaths fi": 


CAUSES 


Statistical Methods Section 
Michigan Deportment of Heolth 
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XVI 


LEADING CAUSES OF DEATH 


BY AGE GROUPS---MICHIGAN, 1957 


IMMATURITY 


POSTNATAL 
ASPHYXIA & 
ATELECTASIS 
CONGENITAL 
MALFORMATIONS 


BIRTH 
INJURIES 


PNEUMONIA & 
INFLUENZA* 


ACCIDENTS 


MALIGNANT 
NEOPLASMS 


PNEUMONIA & 
INFLUENZA 


DISEASES OF 
HEART 


SUICIDE 


DISEASES OF 
HEART 


MALIGNANT 
NEOPLASMS 
VASCULAR 
LESIONS 
OFC.N.S 


ACCIDENTS 


CIRRHOSIS 
OF LIVER 


am 


- 
— 


10.1% 


Eg °7 


D) 308 
jd 


| ee 
L 


|| 3.5% 





*Includes pneumonia of newborn. 


ACCIDENTS 


PNEUMONIA & 
INFLUENZA 


CONGENITAL 
MALFORMATIONS 


MALIGNANT 
NEOPLASMS 


GASTRO-ENTER. 
ITIS & COLITIS 


ACCIDENTS 


MALIGNANT 
NEOPLASMS 


DISEASES OF 
HEART 


SUICIDE 


HOMICIDE 













DISEASES OF 
HEART 


MALIGNANT 
NEOPLASMS 
VASCULAR 
LESIONS 
OF CNS. 









DIABETES 





ACCIDENTS q 34% 


1 3.0% 


ACCIDENTS 


MALIGNANT 
NEOPLASMS 


PNEUMONIA & 
INFLUENZA 


CONGENITAL 
MALFORMATIONS 


NEPHRITIS & 
NEPHROSIS 





DISEASES OF 
HEART 


MALIGNANT 
NEOPLASMS 


ACCIDENTS 
VASCULAR 
LESIONS 
OF CNS 


SUICIDE 





DISEASES OF 
HEART 
VASCULAR 
LESIONS 

OF CNS 


MALIGNANT 
NEOPLASMS 


ARTERIO- 
SCLEROSIS | 32% 


46.3% 



































PNEUMONIA & 


INFLUENZA = 29% 


Diseoses of the heart leod os a couse of death among all age groups 35 years and over ond constitute an increasingly larger 
percentage of the total deaths in each successively older age group 


Accidents lead as a cause of death in all age groups under 35 yeors with the exception of infants under | year, ond appeor 
among the 5 leading couses in all age groups except the under | year and the 65 & over groups. 


Malignant neoplasms first appeor in the age group 1-4 yeors as the 4th ranking couse of death. It is the 2nd leading couse 
in the 5-14 years age group ond maintains this position in all successive age groups until shifting to 3rd position in the 


65 & over group 


Pneumonia ond influenza hos chonged the pattern of the 5 leading causes of death by age group when compored with the 
previous year — the result of the influenza epidemic in the later part of 1957. This couse changed from 4th to 2nd position 


in the 1-4 age group and moved from 4th to 3rd position in the 5-14 group 


It become one of the 5 leading couses in the 


15-24 and 65 & over age groups, ranking 3rd in the 15-24 group and Sth, replacing accidents, in the 65 & over group 


Stotistical Methods Section 
Michigan Deportment of Health 
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CANCER MORTALITY TRENDS 7 
- 
< 
2 
=) 
a 
° 
a 
° 
~ 
~~ 
; 94% INCREASE 
2 
nw 
g 
« 
~ 
a 
= 
- 
a 
om 
1940 1945 1950 1955 1957 
CANCER MORTALITY BY SITE 
NUMBER RATE PER 100,000 POPULATION 
| * 7 
CAUSE | se 1945} 1950 1955 1957 "1940 1945 | 1950 | 1955 1957 
———Ee — _ _ — — —— 
TOTAL 6,513 | 7,486 | 8,685 | 10,297 | 10,810 || 123.9 | 137.7 | 136.3 [142.3 | 138.5 
i] 
Buccal cavity & pharynx 191 | 206 219 222 231 || 3.8 3.4 3.1 3.0 
Digestive organs & peritoneum 2,884 3,227 | 3,464) 3,880 3,994 || 59.4 |) 54.4 53.6 51.2 | 
Zeophagus 123} 125] 134 216 183 || 2.3] 21] 3.0] 2.3] 
Stomach 1,133 | 1,119] 1,076| 1,030 999 20.6 | 16.9 14,2 12.8 | 
Intestines (including | | | 
duodenum & rectum) 980 | 1,204) 1,394] 1,701 | 1,731 | 22.2] 21.9 | 23.5 22.2 
Liver & biliary passages 384; 4653 468 411 $12 8.3 7.3 5.7 6.6 | 
Pancreas 202| 264 329 463 491 || 4.5] 5.2] 6.4 6.3 | 
Other 62| 82 63 59 78 | 1.5] 1.0] 0.8 1.0 | 
} 
Respiratory system wa? S49 923} 1,318] 1,515 10.1} 14.5] 18.2 19.4 | 
} | 
Breast & genito-urinary organs 2,195 | 2,396 2,520 2,975 3,115 |) 44,1 39.5 41.1 39.9 | 
Breast 643 671 774 878 950 || 12.3} 12.1) 12,1 12.2 | 
Uterus 660 704 594 677 638 13.0 9.3 | 9.4 8.2) 
Other female genital organs 156 217 278 347 376 |) 4.0 4.4) 4.8 4.8 | 
Male genital organs 414 462 451 602 603 || 8.5 7.2] 8.3 7.7 
Urinary organs 322 342 423 471 548 | 6.3 6.6) 6.5 7.0 | 
| | 
} 
Other & unspecified sites 896 | 1,108/ 1,559] 1,902] 1,955 20.4] 26.5 | 26.3 25.1 | 
| Skin 84 115 106 140 133 2.1 1.7 1.9 1.7 
| Leukemia & aleukemia 215 255 321 ee 485 4.7 5.0 6.1 6.2 
| Hodgkin's disease 62 80 98 126 107 1.5 1.5 1.7 1.4 
| Other 535 658; 1,034; 1,192] 1,230 12.1] 16.2 16.5 | 15.8 | 








Along with o gradually increasing trend in the total cancer death rate, the mortclity rate for cancer of the respiratory system hos 
increased considerably in the lost 17 yeors. For every 100,000 people there were almost three times as many people dying of 
cancer of the respiratory system in 1957 (19.4) as in 1940 (6.6). Also cancer of the respiratory system has become on increasingly 
greater proportion-of the total concer problem representing 14.0% of all the cancer deaths in 1957 as compored with 5.3% in 1940. 


At the some time, however, there have been aoticeable decreases in the death rates due to cancer of the stomach and of the uterus 


Statistica! Metheds Section 
Michigan Department of Heelth 
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1432 THE AGED AND THE AGING IN THE UNITED STATES 


E, HEALTH ORGANIZATION 


a 


THE MICHIGAN DEPARTMENT OF HEALTH HAS BROAD RESPONS IBIL- 
ITIES, LOCAL DEPARTMENTS ARE THE FRONT LINE DEFENSE. 
INFLATION STEALS THE HEALTH DOLLAR, LITTLE EXPANSION HAS 


BEEN POSSIBLE. MANPOWER AND BUDGET NEEDS ARE CRITICAL. 


1. LEGAL FOUNDATION = THE DEPARTMENT HAS RESPONSIBILITY FOR THE 
"GENERAL SUPERVISION OF THE INTERESTS OF THE HEALTH ANO LIFE OF THE 
CITIZENS OF THE STATE." THE STATE HEALTH COMMISSIONER 1S APPOINTED BY 
THE GOVERNOR WITH THE CONSENT OF THE SENATE AND HAS AN ADVISORY "STATE 
COUNCIL OF HEALTH" OF FIVE MEMBERS APPOINTEO BY THE GOVERNOR. BESIDES 
THE BROAD POWERS, SPECIFIC LEGAL RESPONSIBILITIES OF THE DEPARTMENT RE- 


LATEO TO OLDER PERSONS INCLUDE: KEEPING VITAL RECOROS AND STATISTICS, 


TB ANDO VENEREAL DISEASE CONTROL, SUPERVISION OF PUBLIC WATER AND SEWAGE 


FACILITIES, LICENSING TRAILER PARKS, CONTROL OF OCCUPATIONAL HEALTH PROB- 
LEMS, CERTIFYING HOSPITALS TAKING PATIENTS WHOSE CARE |S FINANCED BY 
FEDERAL CATEGORICAL FUNOS, LICENSING NURSING HOMES ANDO HOMES FOR THE AGEO, 
INSPECTING COUNTY MEDICAL CARE FACILITIES, PRODUCING BIOLOGIC PRODUCTS 
INCLUDING BLOOD DERIVATIVES AND PROVIOING PUBLIC HEALTH LABORATORY SERVICES. 
COUNTY BOARDS OF SUPERVISORS ARE AUTHORIZEO TO ESTABLISH COUNTY 
HEALTH OEPARTMENTS. THE STATE HEALTH COMMISSIONER APPROVES THE PLAN OF 
ORGANIZATION OF THE LOCAL DEPARTMENT AND THE QUALIFICATIONS OF COUNTY AND 
DISTRICT HEALTH OFFICERS. AS WELL AS HAVING SOME STATUTORY RESPONSIBIL= 
ITIES, MANY ASSIGNMENTS ARE DELEGATED TO LOCAL DEPARTMENTS BY THE STATE 
HEALTH DEPARTMENT. THE LOCAL UNITS, LARGELY AUTONOMOUS, ARE THE FRONT 


LINE FOR PUBLIC HEALTH PROTECTION. 
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2. ORGANIZATION = EvERY DEPARTMENT DIVISION CONTRIBUTES TO SERVICES 
|MPORTANT TO THE HEALTH OF PERSONS 45 AND OVER. SOME OF THE CENTRAL 
RESPONSIBILITIES FOR CHRONIC OISEASE PROGRAMS ARE IN THE DIVISION OF 
TUBERCULOSIS AND AOULT HEALTH. A RECENTLY ESTABLISHED CHANNEL FOR COOP] 
ERATIVE EFFORTS 1S AN INTEROEPARTMENTAL HEALTH COMMITTEE MADE UP OF 
HEADS OF: 

DEPARTMENT OF MENTAL HEALTH, 

DEPARTMENT OF PUBLIC INSTRUCTION, 

MICHIGAN CRIPPLED CHILOREN COMMISSION, 

MicCHIGAN DEPARTMENT OF HEALTH, 

OFFICE OF HOSPITAL SURVEY AND CONSTRUCTION, 

STATE BOARD OF ALCOHOLISM, 

STATE DEPARTMENT OF CORRECTIONS, 

STaTe DEPARTMENT OF SOCIAL WELFARE. 
THE DEPARTMENT WORKS CLOSELY WITH THE OTHER STATE AGENCIES ANDO WITH 
VOLUNTARY GROUPS. IN ADDITION, THE DEPARTMENT 1S ADVISED BY REPRESENTA- 
TIVE COMMITTEES ON HOSPITALS, NURSING HOMES, LOCAL HEALTH DEPARTMENTS, 
RADIATION, TUBERCULOSIS, LOCAL HEALTH AOMINISTRATION, ENGINEERING, | MMU- 


NIZATION AND EDUCATION, 


MICHIGAN HAS 22 COUNTY, I6 MULTI=COUNTY AND 6 CITY HEALTH DEPARTMENTS 


-- SERVING 70 out oF 83 COUNTIES WHERE NINE OUT OF TEN MICHIGAN PEOPLE 


LIVE. THE TRENO 1S TOWARD CONSOLIDATION OF CITY AND COUNTY DEPARTMENTS. 
THIRTEEN MICHIGAN COUNTIES WITHOUT APPROVED LOCAL DEPARTMENTS ARE BERRIEN, 
Cass, CLINTON, GOoGEBIC, GRATIOT, HURON, IONIA, JACKSON, LAPEER, MARQUETTE, 
MONTCALM, TUSCOLA AND VAN BurREN. THe 600,000 PEOPLE IN THESE AREAS LACK 
MODERN PUBLIC HEALTH PROTECTION. IF THE STATE HEALTH DEPARTMENT IS TO 
CARRY OUT ITS LEGAL RESPONSIBILITIES WITHIN THE CURRENT PATTERN OF ORGANI-=- 
ZATION, EVERY MICHIGAN COUNTY SHOULD BE REQUIRED TO SUPPORT AT LEAST 


MINIMUM, APPROVED LOCAL PUBLIC HEALTH SERVICES. 


43350 O—60—pt. 6 —16 
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3. BuoGet - MICHIGAN SPENDS INCREASED TAX DOLLARS FOR PUBLIC HEALTH 
DEPARTMENT SERVICES. HOWEVER, BESIDES FACING THE DEMANDS OF INCREASED 
POPULATION, HEALTH AGENCIES HAVE EXPERIENCED THE IMPACT OF INFLATION, 
RIGHT ALONG WITH EVERYONE ELSE. FINANCING HAS NOT KEPT PACE; |T HAS NOT 
PERMITTED SIGNIFICANT NEW EFFORT AGAINST PROBLEMS SUCH AS LONG TERM ILLNESS, 
ACCOMPANYING GRAPHS SHOW: 

SOURCES OF FUNDS = COMPARISON OF STATE, LOCAL AND FEOERAL FUNDS FOR 
MICHIGAN STATE AND LOCAL HEALTH DEPARTMENTS IN THE PAST DECADE SHOWS A 
LARGE PROPORTION OF FUNDS PROVIDED FROM LOCAL TAX SOURCES. INCREASE IN 
STATE FUNOS SINCE 1955 MOSTLY REPRESENTS APPROPRIATIONS FOR POLIO VACCINE. 
THE SHARP PEAK IN LOCAL FUNOS PROVIDED IN 1951-52 REPRESENTS THE ZENITH 
OF LOCAL EFFORTS TO REPLACE PRIVATE FOUNDATION FUNOS WHICH WERE WI THORAWN 
FROM LOCAL DEPARTMENTS. LOCAL DEPARTMENTS LOST GROUND WHICH THEY ONLY 
NOW ARE BEGINNING TO REGAIN. THIS ADJUSTMENT HAS SLOWED THE DEVELOPMENT 
OF HEALTH SERVICES FOR OLDER PERSONS. 

INFLATION AT WORK = COMPARISON OF THE INCREASE OF STATE, LOCAL ANO 
FEDERAL FUNDS (EXCLUDING TUBERCULOS!S HOSPITALIZATION FUNDS) SINCE 
1947-48 WITH THE INCREASE IN SALARY OF A REPRESENTATIVE PROFESS! ONAL 
WORKER (MICHIGAN Civit Service II) CLASSIFICATION) INDICATES WHY ADDED 
FUNOS HAVE NOT PURCHASED GREATLY EXPANDED SERVICE. ALTHOUGH FUNDS HAVE 
INCREASED BY 37 PER CENT, BECAUSE OF INFLATION, THE REPRESENTATIVE SALARY 
HAS INCREASED BY 60 PER CENT. THIS COST PICTURE REPRESENTS THE FUNDA= 
MENTAL REASON MICHIGAN GOVERNMENT HAS NOT BEEN ABLE TO SPEED THE DEVELOP- 
MENT OF SOME OF THE NEWER EFFORTS TO HELP IMPROVE HEALTH FOR PEOPLE IN 


THEIR LATER YEARS. 
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BoTH STATE AND LOCAL HEALTH DEPARTMENTS NEED INCREASED FINANCIAL 
SUPPORT FOR PROGRAMS BASIC TO PUBLIC HEALTH PROTECTION. SOME OF THE 
LOCAL DEPARTMENTS, PARTICULARLY IN NORTHERN MICHIGAN, STRUGGLE FOR 


SURVIVAL. 


4, MANPOWER = AS INOICATED, THE STATE HEALTH DEPARTMENT BUDGET is 


NOT ADEQUATE TO PROVIDE STAFF TO KEEP PACE WITH GROWING DEMANDS. THERE 
ARE STAFF SHORTAGES IN ENGINEERING, OCCUPATIONAL HEALTH, EDUCATION, 
NURSING AND NUTRITION == ALL RELATED TO HEALTH OF THE AGING. 

REQUESTS HAVE BEEN MADE FOR MINIMUM NUMBERS OF ADDED PERSONNEL 
TO CARRY OUT JOBS SUCH AS NURSING HOME LICENSING, RADIATION PROTECTION 
AND AIR POLLUTION CONTROL. DELAY IN PROVIDING STAFF SIMPLY WIDENS THE 
GAP BETWEEN WHAT IS NEEDED AND WHAT 1S DONE == COMPOUNDING FUTURE 
PROBLEMS. 

AT PRESENT, Five out oF 44 LocaL HEALTH DEPARTMENTS ARE WITHOUT 
MEDICAL HEALTH OFFICERS. 

EXCLUDING DETROIT, MICHIGAN HAS ONE SANITARIAN PER 30,000 PERSONS, 
COMPARED WITH THE NATIONALLY RECOMMENDED ONE PER 25,000. 

EXCLUDING NURSES EMPLOYED BY BOARDS OF EDUCATION, ONLY ONE PUBLIC 
HEALTH NURSE IS PROVIDED PER 9,/50 PEOPLE, COMPARED WITH THE RECOMMENDED 
NATIONAL STANDARD OF ONE NURSE PER 5,000. 

THE SHORTAGE OF MEDICAL AND AUXILIARY MANPOWER REMAINS A FOREMOST 


PROBLEM IN MICHIGAN, AS ELSEWHERE, 
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F, HEALTH SERVICES TODAY 


STATE AND LOCAL HEALTH DEPARTMENT PROGRAMS MOST DIRECTLY 
RELATED TO HEALTH OF OLDER PEOPLE ARE HOUSING, RESORT AND 
TRAILER PARK SANITATION, WATER SUPPLY AND SEWAGE DISPOSAL, 
FOOD SANITATION, OCCUPATIONAL HEALTH, TUBERCULOS!S CONTROL, 
VENEREAL DISEASE PROGRAMS, PUBLIC HEALTH DENTISTRY, OTHER 
EARLY DETECTION EFFORTS, HOSPITAL SERVICES, NURSING HOME CON- 
SULTATION ANO LICENSING, HOME NURSING, OTHER CARE PROJECTS, 
ACCIDENT PREVENTION, PREVENTIVE MENTAL HEALTH, HEALTH EDUCA- 
TION EFFORTS AND LABORATORY SERVICES, SERVICES FALL SHORT, 


|. HOUSING = LATEST AVAILABLE CENSUS INFORMATION SHOWS MORE THAN 
ONE OUT OF EVERY FOUR MICHIGAN NON=FARM HOMES 1S SUB=STANDARD. Sus8- 
STANDARD HOUSING HOLOS HEALTH AND SAFETY HAZARDS, PARTICULARLY FOR OLDER 
PERSONS. THE STATE HEALTH DEPARTMENT ASSISTS LOCAL DEPARTMENTS IN HOUSING 
PROGRAMS == CARRIEO OUT MAINLY IN METROPOLITAN CENTERS. A REVISED HOUSING 
LAW 1S NEEDED TO ESTABLISH MINIMUM HEALTH ANO SAFETY HOUSING STANDARDS IN 
MOST MICHIGAN URBAN AREAS. A REVISED CODE HAS BEEN PREPAREO BY A GOVERNOR'S 
ComMiTTEE. MICHIGAN HEALTH DEPARTMENTS SHOULD CONTINUE TO PROVIDE LEADER- 
SHIP IN THE DEVELOPMENT OF STRONG HOUSING PROGRAMS. CONTINUOUS, LOCAL 
PROGRAMS ARE NEEDEO TO WEED OUT SUB=STANDARD HOUSING. EFFORTS SHOULD BE 
MADE TO ASSURE PROPER HOMES AND MEETING PLACES FOR OLDER PEOPLE. IMPROVED 
STANOAROS FOR MIGRANT HOUSING ARE NEEDED, 

2. RESORTS = TRAILER PaRKS - THE BOOM IN MOBILE HOMES -=- ENJOYED BY 


MANY OLDER AND RETIREO PEOPLE <= BRINGS AN INCREASEO SANITATION WORKLOAD. 


MicHiGAN HaS 467 LICENSED PARKS WITH ROOM FOR 23,518 TRAILERS. LICENSING 


1S DONE BY STATE AND LOCAL DEPARTMENTS. WHILE THERE 1S NO RESORT LICENSING 


THE MICHIGAN DEPARTMENT OF HEALTH i SSUES “HEALTH DEPARTMENT APPROVED" SIGNS 
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TO RESORTS ANO MOTELS MEETING STANDARDS. LOCAL DEPARTMENTS CARRY OUT MOST 
OF THE INSPECTIONS. ABOUT HALF OF MORE THAN 4,500 RESORTS AND MOTELS 

IN MICHIGAN QUALIFY FOR HDA, THE TRAILER COACH PARK ACT SHOULD BE REVISED, 
STATE REGULATIONS ALSO ARE NEEDED TO ASSURE MINIMUM RESORT HEALTH AND 
SAFETY STANDARDS ANO TO PREVENT MOTEL OR CABIN TYPE RESORT FACILITIES FROM 
REVERTING TO YEAR=ROUND, SUB=STANOARD HOUSING, WHICH SOMETIMES 1S PAWNEO 
OFF UPON OLDER PERSONS WITH LIMITED INCOMES. 

3. WATER SuPPLY = SEWAGE DISPOSAL - MUNICIPAL WATER AND SEWAGE 
SYSTEMS ARE UNDER SUPERVISION OF THE DEPARTMENT. STATE AND LOCAL DEPART- 
MENTS SHARE IN INSPECTIONS OF WATER SUPPLIES OF PUBLIC PLACES SUCH AS 
PARKS AND RESORTS. SUPERVISION OF PRIVATE WATER AND SEWAGE SYSTEMS IS 
DONE BY LOCAL HEALTH DEPARTMENTS == LARGELY ON A REQUEST BASIS. HEALTH 
DEPARTMENT SANITARIANS CARRY OUT INSPECTIONS FOR FHA. LABORATORY ANALYSIS 
OF WATER SAMPLES 1S PROVIDEO UPON REQUEST. NEEDS INCLUOE RELENTLESS 
EFFORTS TO PROVIDE SAFE WATER SUPPLY AND SEWAGE DISPOSAL, NOT ONLY IN 
URBAN CENTERS, BUT ALSO IN RURAL AREAS. ADDED STATE HEALTH DEPARTMENT 
CONSULTANT STAFF 1S NEEDED TO CARRY OUT LEGAL RESPONSIBILITIES. LOCAL 
DEPARTMENTS ALSO NEED INTENSIFIED PROGRAMS TO PROVIDE SAFE ANO EFFECTIVE 
DEVELOPMENT OF PRIVATE SEWAGE AND WATER INSTALLATIONS IN SUBURBAN ANDO 


RURAL AREAS. 


4, Foon SANITATION = CONTAMINATED FOOD RANKS AS A REAL HEALTH HAZARD. 


IN VIEW OF NEWER FOOD PROCESSING METHODS, INCREASED USE OF ANTIBIOTICS IN 
ANIMALS AND THE EMERGENCE OF RESISTANT TYPES OF "SUPERGERMS", V1IGOROUS 
PUBLIC HEALTH=BASED PROGRAMS TO SAFEGUARD FOOD, MILK ANO MEAT ARE MORE THAN 


EVER IMPERATIVE. FOOD=CARRIEO INFECTIONS ARE A PARTICULAR DANGER TO OLDER 
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PERSONS SUFFERING FROM CHRONIC DISEASES. THE STATE AND LOCAL HEALTH DEPART- 
MENTS SHARE RESPONSIBILITIES FOR SAFEGUARDING MEAT, MILK ANDO OTHER FOODS 
WiTH THE STATE DEPARTMENT OF AGRICULTURE. MAIN PUBLIC HEALTH EFFORTS ARE: 

Fooo ORDINANCES = LARGE NUMBERS OF LOCAL AREAS HAVE 

ORDINANCES AND REGULATIONS WHICH COVER THE SANITARY 

ASPECTS OF FOOD, MEAT AND MILK CONTROL PROGRAMS. 

MiLk = AT PRESENT, 21 LOCAL HEALTH DEPARTMENT MILK 

INSPECTION PROGRAMS = REPRESENTING 7! PER CENT OF 

MILK PRODUCER FARMS AND 4g PER CENT OF PASTEURIZA= 

TION PLANTS = ARE CERTIFIED BY THE STATE HEALTH 

DEPARTMENT AS PROVIDED BY LAW. 

MEAT = NINETEEN LOCAL GOVERNMENT MEAT INSPECTION 

PROGRAMS = MOSTLY LOCAL HEALTH DEPARTMENT = AUGMENTED 

BY THE FEDERAL PROGRAM, RESULT IN PROVIDING INSPEC- 

TION OF 90 PER CENT OF THE MEAT CONSUMED IN MICHIGAN. 
NEEOS INCLUDE THE FURTHER DEVELOPMENT OF EXISTING LOCAL HEALTH DEPARTMENT 
FOOD SANITATION PROGRAMS FOR CONSUMER PROTECTION; STATEWIDE REGULATION FOR 
THE CONTROL OF MEAT THROUGH STATE AND LOCAL HEALTH DEPARTMENTS; LICENSING 
LAW WITH AUTHORITY TO MAKE REGULATIONS FOR RESTAURANTS, BAKERIES, LOCKER 
PLANTS ANO MEAT MARKETS; ESTABLISHMENT OF UNIFORM REQUIREMENTS IN SANITA- 
TION ANO DISEASE CONTROL FOR FOOD, MILK AND MEAT; ADMINISTRATION OF THESE 
PROGRAMS SO REQUIREMENTS ARE UNIFORMLY APPLIED; ELIMINATION OF DUPLICATION 
OF INSPECTION BY VESTING RESPONSIBILITIES FOR THESE PROGRAMS iN THE PUBLIC 
HEALTH AGENCIES ON STATE ANO LOCAL LEVELS. 


5. OCCUPATIONAL HEALTH = AS ONE OF THE TEN LARGEST INDUSTRIAL AREAS 


IN THE WORLD, MICHIGAN EMPLOYS ABOUT THREE MILLION PEOPLE ANO HAS AN 


ANNUAL PAYROLL GF 5.8 BILLION DOLLARS FROM MANUFACTURING INOUSTRIES ALONE. 


OCCUPATIONAL HEALTH PROTECTION FOR THIS HUGE WORK FORCE HAS BECOME IN= 


CREASINGLY COMPLEX. IN ADDITION, HEALTH PROBLEMS SUCH AS AIR POLLUTION, 
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RADIATION AND NOISE HAVE COMMUNITY=WIDE IMPLICATIONS. MANY OCCUPATIONAL 
DISEASES ARE MOST SEVERE AMONG OLOER WORKERS, WHO SUFFER THE CUMULATIVE 
EFFECTS OF EXPOSURE. THE DEPARTMENT CARRIES OUT A VIGOROUS OCCUPATIONAL 
HEALTH PROGRAM THROUGH EIGHT DISTRICT OFFICES LOCATED IN PONTIAC, KALAMAZOO, 
WAYNE COUNTY, LANSING, ANN ARBOR, GRAND RAPIDS, SAGINAW ANDO IN THE NORTHERN 
PENINSULA, GROWING PROBLEMS INCLUDE: 


AiR POLLUTION = INCREASING EVIDENCE SHOWS AIR POLLUTION 
1S A CONTRIBUTING FACTOR TO DISEASE, PARTICULARLY IN 
OLOER PERSONS. AT PRESENT, THE ONLY CONTROLS ARE A 
FEW, MOSTLY INADEQUATE LOCAL ORDINANCES. POLITICAL 
BOUNDARY LINES DO NOT CONTAIN THE PROBLEM. 


RADIATION = DEPARTMENT REGULATIONS FOR ALL SOURCES OF 
RADIATION WENT INTO EFFECT IN FEBRUARY, 1958. ADDED 
STAFF 1S NEEDED TO BUILD UPON WHAT 1S A SOUND PROGRAM 
TO ASSURE SAFETY WITH PROGRESS IN THE USE OF RADIATION 
AND RADIOACTIVE DEVICES. 


INOUSTRY HEALTH PROGRAMS = MANY INDUSTRIES HAVE PRE= 
EMPLOYMENT MEDICAL EXAMINATION PROGRAMS, AND SOME 
ARRANGE PERIODIC EXAMINATIONS FOR EMPLOYEES. ADEQUACY 
OF EXAMINATIONS IN MANY INSTANCES 1S OPEN TO QUESTION. 
MOST INDUSTRIES ALSO FAIL TO PROVIDE EXAMINATIONS 
OFTEN ENOUGH TO FINO DISEASE EARLY. 


CARBON MONOXIDE = INCREASING DEATHS FROM CARBON 

MONOXIDE ARE AN EXAMPLE OF THE TYPE OF DANGERS 

WHICH REPRESENT A CONTINUAL, WIDESPREAD PUBLIC 

HEALTH HAZARD, 
NEEOS INCLUDE STATE AIR POLLUTION LEGISLATION; A COORDINATING COMMISSION 
ON RADIATION; ADDED STATE HEALTH DEPARTMENT STAFF MEMBERS TO MEET INDUSTRY 


AND COMMUNITY DEMANOS FOR HELP IN MEETING NEWER PROBLEMS; INCESSANT EDU- 


CATIONAL CAMPAIGNING THROUGH ALL AVAILABLE CHANNELS. 


6. Tusercutosis = IN THE PAST TEN Years (1947-57), TUBERCULOSIS 


DEATHS oROPPED FROM 1,643 to 442 -- a REDUCTION IN RATE FROM 27 PER 100,000 


POPULATION To 6. New TB CASES REPORTED FELL FROM 6,470 To 5,011 == a OROP 
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IN RATE FROM 107 PER 100,000 To 64, The RAPID DROP IN DEATHS REFLECTS 
MODERN CARE METHODS, INCLUDING NEWER MEDICINES AND SURGERY. MUCH TUBERCU- 
LOSIS OCCURS IN OLDER AGE GROUPS. ABOUT ONE THIRD OF REPORTED ACTIVE 
CASES OF TUBERCULOSIS ARE MEN 45 AND OVER. AMONG STATE HEALTH DEPARTMENT 
SERVICES: ADMINISTER TB HOSPITAL CARE SUBSIDY, SCREENING SURVEYS WITH A 
FLEET OF FOUR STATE-OWNED MOBILE X-RAY UNITS, TUBERCULIN TESTING PROVECTS, 
DEMONSTRATION OF EXPANDED PUBLIC HEALTH NURSING FOR PATIENTS DISCHARGED 
FROM HOSPITALS, AID FOR LOCAL DEPARTMENT TB CLINICS AND OPERATION OF A 
NORTHERN FOLLOW-UP X=RAY SERVICE, MEDICAL SOCIAL CONSULTATION FOR SANA= 
TORIUMS AND REFERRED PATIENTS, FOLLOW-UP ON CERTAIN UNCOOPERATIVE TB 
PATIENTS, NURSING CONSULTATION, RECOROS MANAGEMENT ASSISTANCE, CENTRAL 
CASE REGISTER, CONTINUOUS RESEARCH, LABORATORY SERVICE AND PROMOTION OF 
CHEST X=RAYS FOR ADMISSIONS TO GENERAL HOSPITALS. AS SHOWN IN THE “HiGH- 
LIGHTS oF ONE YeaR oF Service” (APPENDIX D), LOCAL DEPARTMENTS DEVOTE A 
SIGNIFICANT PROPORTION OF NURSING TIME TO TUBERCULOSIS CONTROL. IN CASE= 
FINDING, THE TREND TODAY 1S TOWARO SELECTIVE X=RAYING IN HIGHER INCIDENCE 
AREAS AND GROUPS AND INCREASED USE OF TUBERCULIN TESTING. IN CARE, THE 
TREND 1S TOWARD REDUCED NEEO FOR TUBERCULOSIS BEDS = CONVERTING TO OTHER 
USES AS RAPIDLY AS POSSIBLE, WITHOUT SACRIFICING TUBERCULOSIS PROTECTION - 
TOGETHER WITH IMPROVED POST=SANATORIUM CARE. NEEDS INCLUDE FURTHER INTENSI- 
FIED CASEFINOING AMONG HIGH INCIDENCE GROUPS ANDO IN HIGH INCIDENCE AREAS; 
EXPANDED USE OF TUBERCULIN SKIN TESTING TO FINO TUBERCULOSIS AND TO |OENTIFY 
TUBERCULOSIS TROUBLE SPOTS; CONTINUED EMPHASIS UPON PROMOTION OF HOSPITAL 
AOMISSION CHEST X=RAY PROGRAMS; USE OF PORTIONS OF STATE SANATORIA FOR 


OTHER PURPOSES WHEN THIS WOULD NOT JEOPARDIZE TUBERCULOSIS CONTROL; 
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ESTABLISHMENT OF A SECURITY TUBERCULOSIS HOSPITAL UNIT FOR UNCOOPERATIVE 
PATIENTS COMMITTED TO HOSPITALIZATION UNDER COURT ORDER; EXPANDED LOCAL 
HEALTH DEPARTMENT HOME NURSING SUPERVISION OF PATIENTS DISCHARGED FROM 
SANATORIUMS WHO NEED FROM [2 To 18 MONTHS OF INTENSIVE FOLLOW-UP CARE. 

7. SYPHILIS - IN TEN YEARS (1947-57), REPORTED NEW CASES OF SYPHILIS 
IN MICHIGAN FELL FROM 15,276 To 4,571. However, iN 1947, 55 PER CENT OF 
THE CASES WERE IN THE LATE STAGES; BY 195], THIS WAS UP To 7/7 PER CENT. 
THE INCREASED PROPORTION OF CASES IN LATE STAGES INOICATES THAT MANY PERSONS 
WITH SYPHILIS ARE GOING UNDETECTED IN EARLY STAGES OR RECEIVING INSUFFICIENT 
ANTIBIOTICS WHICH CAN MASK THE SYMPTOMS BUT DO NOT CURE THE DISEASE. ABOUT 
FOUR OUT OF TEN CASES OF SYPHILIS IN 1957 WERE AMONG PERSONS 40 YEARS OF 
AGE OR OLDER. MORE THAN 1,000 OF THOSE FOUND SICK WERE OVER 50 YEARS OF AGE, 
IN ADDITION TO HUMAN LOSSES, HOSPITAL COSTS FOR 1, 164 HOSPITALIZED MENTAL 
PATIENTS WITH SYPHILIS AMOUNTED TO NEARLY TWO MILLION TAX DOLLARS IN FISCAL 
1958. SELECTIVE BLOOD TESTING SURVEYS ARE CARRIED OUT ANO FIELO INVESTI- 
GATIONS ARE MADE == INCLUDING INTERVIEWING ANO CONTACT TRACING. SHORT 
TERM TRAINING COURSES RELATED TO VENEREAL DISEASE ARE PROVIDED THROUGH THE 
DETROIT SOCIAL HYGIENE CLINIC. LABORATORY DIAGNOSTIC SERVICES ARE PROVIDED, 
STATE AND LOCAL HEALTH DEPARTMENTS NEED TO CONTINUE VENEREAL DISEASE CASE- 
FINDING AND FOLLOW-UP. IMPROVED REPORTING PRACTICES BY PHYSICIANS ARE 
NEEDED, TOGETHER WITH ADEQUATE DIAGNOSTIC AND TREATMENT PROGRAMS. 


8. DENTAL HEALTH - TOOAY AN ESTIMATED THREE OUT OF FOUR PEOPLE OVER 


45 HAVE OR WILL NEED FULL DENTURES. BESIDES THE SACRIFICE IN HEALTH, TOOTH 


DECAY AND PERIODONTAL OISEASE RESULT IN A MULTI-MILLION COST IN DOLLARS FOR 


DENTAL WORK. CURRENT DENTAL HEALTH PROGRAMS FOR PERSONS IN THEIR MIDOLE 
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ANO LATER YEARS IN MICHIGAN ARE LIMITED, PUBLIC HEALTH EMPHASIS |S PREVEN= 
TION THROUGH WATER FLUORIDATION AND TOPICAL APPLICATION OF FLUORIDE TO THE 
TEETH OF CHILDREN, CURRENTLY MORE THAN 1,000,000 MICHIGAN PEOPLE BENEFIT 
FROM FLUORIDATED WATER, AND THE TOPICAL FLUORIDE PROGRAM REACHES OVER 50,000 
CHILDREN YEARLY. IN ADDITION, THE DEPARTMENT PROVIDES SALIVA TESTING TO 
ASSIST DENTISTS IN CONTROLLING TOOTH DECAY AND CONTINUES PUBLIC AND PROFES- 
SIONAL HEALTH EDUCATION EFFORTS. FOR PERSONS CURRENTLY IN THE 45 AND OVER 
AGE GROUPS, EXTENSIVE REMEDIAL WORK 1S THE ONLY ANSWER. NEEDS INCLUDE: 
FLUORIOATE ALL PUBLIC WATER SUPPLIES NEEDING IT; EXTEND TOPICAL FLUORIDE 
PROGRAMS TO ALL RURAL AREAS NEEDING IT; CONTINUE STUDY TOWARD POSSIBLE FUTURE 
USE OF HOME FLUORIDATION UNITS SERVED BY COMMERCIAL WATER SOFTENING FIRMS; 
CONTINUE PUBLIC AND PROFESSIONAL EOUCATION CONCERNING CARE OF THE TEETH AND 
GUMS; STUDY WAYS TO PROVIDE DENTAL CARE |1N NURSING HOMES; AND PROMOTE 
GERODONTIC EDUCATIONAL PROGRAM IN DENTAL SCHOOLS. 

9. EARLY DETECTION = AS WELL AS PRESSING FORWARD WITH TUBERCULOSIS ANDO 
VENEREAL OISEASE CASEFINOING PROGRAMS, THE DEPARTMENT HAS SPONSORED OTHER 
EXPLORATORY PROJECTS IN EARLY DETECTION. EXAMPLES ARE COOPERATIVE CERVICAL 
CANCER SCREENING, DIABETES DETECTION CARRIED OUT AS PART OF X-RAY AND/OR 
BLOOD TESTING PROGRAMS; TRIAL MULTIPLE SCREENING AND THE SUPPORT OF NON= 
GOVERNMENTAL CYTOLOGY LABORATORY SERVICES TO ASSIST A NORTHERN PENINSULA 
CANCER SOCIETY CLINIC. NEEOS INCLUDE: FURTHER DEVELOPMENT OF MASS SCREENING 
TECHNIQUES; EXPANSION OF SERVICES OF ESTABLISHED CLINICS TO INCLUDE SCREENING 
FOR OTHER DISEASES, INCLUDING CERVICAL CANCER AND DIABETES; EXTENSION OF 
PRE-EMPLOYMENT AND PERIOOIC EMPLOYMENT EXAMINATIONS TO HELP FIND CHRONIC 
DISEASE EARLIER; CONTINUED EMPHASIS ON PERIODIC PHYSICAL APPRAISAL}; AND 
EXPANDED LABORATORY SERVICES TO AID PHYSICIANS IN DIAGNOSIS, PREVENTION 


AND MANAGEMENT OF LONG-TERM ILLNESS. 
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10, HOSPITALS = HOSPITALS ARE OVERCROWDED. COSTS HAVE SKYROCKETED. 
PART OF THE REASON 1S CHRONIC DISEASE, PARTICULARLY IN OLDER PERSONS. THE 
MICHIGAN DEPARTMENT OF HEALTH AND MANY LOCAL DEPARTMENTS WORK CLOSELY WITH 
HOSPITALS, CARRYING OUT INSPECTIONS ANO CONSULTATIONS, REVIEWING PLANS AND 
SPECIFICATIONS UPON REQUEST, SPONSORING TRAINING PROGRAMS, CERTIFYING MANY 
OF THE LABORATORIES AND CARRYING OUT INTENSIFIED WORK ON SPECIAL PROBLEMS 
SUCH AS STAPHYLOCOCCAL INFECTIONS, HOSPITAL ADMISSION X=RAYING ANO HOSPITAL 
RECOROS. SEVERAL LOCAL HEALTH DEPARTMENTS CARRY OUT COMPLETE INSPECTION 
PROGRAMS ON BEHALF OF THE STATE, WHILE OTHERS 0O NECESSARY FOLLOW-UP WORK, 
NEEOS INCLUDE BROAD AND INTENSIVE STUDY TOWARD MAKING BETTER USE OF AVAIL= 
ABLE HOSPITAL FACILITIES ANO HOLDING DOWN CARE COSTS; ADDITIONAL PERSONNEL 
FOR THE DEPARTMENT LICENSING AND CONSULTATION PROGRAM; LOCAL HEALTH DEPART-~ 
MENT TRAINING IN THIS FIELO; AND A GENERAL HOSPITAL LICENSING LAW TO 
SUPPLEMENT THE MATERNITY HOSPITAL LICENSING LAW, 

11. NURSING HOMES = MICHIGAN HAS 582 NURSING HOMES AND HOMES FOR THE 
AGED WITH ROOM FOR 13,490 sick ano ELDERLY Persons (10/31/58). Homes wiTH 
THREE PATIENTS OR LESS DO NOT COME UNDER DEPARTMENT LICENSING RULES ANO 
REGULATIONS. ABOUT TWO-THIROS OF THE FACILITIES ARE IN THE LOWER, HEAVILY 
POPULATED PART OF THE SOUTHERN PENINSULA. MOST OF THE HOMES (512) ARE PRI- 
VATELY OWNED AND OPERATED. A 1957 SURVEY INDICATES THAT: onLY I4 PER CENT 
OF THE PATIENTS ARE UNDER 65 YEARS OF AGE. MOST PATIENTS HAVE ONE OR MORE 
CHRONIC DISEASES. MANY PATIENTS ARE NOT RECEIVING REGULAR MEDICAL CARE, 
ABouT 65 PER CENT OF THE PATIENTS NEED SOME TYPE OF NURSING CARE. MOST 
OF THE PATIENTS EXPECT TO SPEND THE REST OF THEIR LIVES IN THESE CARE 


FACILITIES. IT 1S THE INTENT OF THE STATE HEALTH DEPARTMENT TO DELEGATE 
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BASIC NURSING AND SANITATION SUPERVISION OF THE HOMES TO LOCAL HEALTH 
DEPARTMENTS, HOWEVER, LARGE NUMBERS OF LOCAL DEPARTMENTS DO NOT HAVE THE 
NECESSARY STAFF OR ARE NOT OTHERWISE APPROVED TO CARRY OUT THIS RESPONSI- 
BILITY. IN ADDITION TO SANITATION AND NURSING NEEDS, THE STATE HEALTH 
DEPARTMENT STAFF 1S NOT SUFFICIENT IN NUMBERS TO PROVIDE GREATLY NEEDED 
ASSISTANCE IN NUTRITION. PATIENTS ALSO HAVE EXTENSIVE DENTAL PROBLEMS. 
NEEOS INCLUDE ADDITIONAL STATE HEALTH DEPARTMENT PERSONNEL TO CARRY OUT 
MINIMUM LICENSING AND CONSULTATION PROGRAM; CHRONIC DISEASE EVALUATIONS 

OF NURSING HOME AND HOME FOR THE AGED PATIENTS; DEVELOPMENT OF MORE QUALITY 
CARE NURSING HOMES; DENTAL PROGRAMS; STUDIES WITH ARCHITECTS AND HOME OWNERS 
TO DEVISE PRACTICAL, LOW COST DESIGNS FOR NURSING HOMES; CHANGES IN LOCAL 
ZONING CODES WHICH OFTEN LIMIT NURSING HOMES TO COMMERCIAL AND INDUSTRIAL 
LOCATIONS; DEVELOPMENT OF BETTER MEANS OF FINANCING FOR HOME OWNERS. PRIVATE 
NURSING HOMES CANNOT BE EXPECTED TO PROVIDE GOOD CARE FOR PUBLIC ASSISTANCE 
PATIENTS ON RATES WHICH CANNOT MEET EVEN MINIMAL COSTS. PAYMENT FOR PATIENT 
CARE SHOULD BE ADJUSTED TO A LEVEL COMMENSURATE WITH THE QUALITY OF CARE. 


12. Meoicat CARE FaciviTies = MICHIGAN HAS 35 COUNTY MEDICAL CARE 


FaciciTies with 4,345 Beos (incLUDING WaYNE Co. UNIT). THE FACILITIES ARE 


OPERATED BY COUNTY BOARDS OF SOCIAL WELFARE AND UNDER GENERAL SUPERVISION 
OF THE STATE DEPARTMENT OF SOCIAL WELFARE. LEGALLY, STATE HEALTH DEPART= 
MENT RESPONSIBILITY FOR THESE FACILITIES 1S LIMITEO TO MAKING SANITATION 
INSPECTIONS OF NEWLY=CONSTRUCTED INSTITUTIONS. NEEDS INCLUDE EXTENSION OF 
THE DEPARTMENT HOSPITAL LICENSING, CONSULTATION AND APPROVAL PROGRAM TO 
ASSIST COUNTY MEDICAL CARE FACILITIES IN THE DEVELOPMENT OF HIGH QUALITY 


SERVICES; AND ADDITION OF OUT=PATIENT SERVICES TO MEDICAL CARE FACILITIES 


TO AID NURSING HOMES. 
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13. HOME NURSING - HOME NURSING ANO HOME CARE PROGRAMS OFFER AN 
OPPORTUNITY NOT ONLY TO COME TO THE RESCUE OF MANY CHRONIC DISEASE VICTIMS, 
BUT ALSO TO SAVE MONEY FOR THE TAXPAYER AND FOR THOSE PARTICIPATING IN 
HOSPITAL INSURANCE PLANS. HOME NURSING 1S ONE WAY TO TACKLE HOSPITAL OVER- 
CROWDING AND HIGH COSTS. OVER HALF OF THE PEOPLE OF MICHIGAN LIVE IN 16 
AREAS WHICH HAVE VISITING NURSE SERVICE. FOUR OF THESE SERVICES ARE COMBINED 
WITH LOCAL HEALTH DEPARTMENTS ANO ANOTHER 1S UNDER THE ADMINISTRATIVE SUPER- 
VISION OF THE LOCAL HEALTH UNIT. SOME OF THE VISITING NURSE SERVICES REPORT 
THAT GO PER CENT OF THEIR PATIENTS ARE CHRONICALLY ILL == MOSTLY IN THE 
OLDER AGE GROUPS. LOCAL HEALTH DEPARTMENTS, PARTICULARLY IN AREAS Wi THOUT 
VISITING NURSE ASSOCIATIONS, ARE STEADILY ATTEMPTING TO INCREASE SERVICES 
TO THE CHRONICALLY ILL, BUT MANY ARE UNABLE TO DO SO BECAUSE OF LACK OF 
FINANCIAL SUPPORT. STATE HEALTH DEPARTMENT CONSULTANT NURSES HELP GUIDE 
LOCAL DEPARTMENT NURSES 1N PROGRAMS, ASSIST IN ORIENTATION, INSERVICE EDU- 
CATION, RECRUITING, PREPARATION OF MATERIALS AND IN FIELO TRAINING. NEEDS 
INCLUDE ADDED STATE HEALTH DEPARTMENT CONSULTANT NURSES ANO NUTRITIONISTS 
TO HELP LOCAL HEALTH AGENCIES DEVELOP HOME CARE PROGRAMS; NURSE RECRUIT- 
MENT; PUBLIC HEALTH TRAINING FOR NURSES ALREADY EMPLOYED; EXPLORATION OF 
POSSIBILITIES OF PROVIDING PREPAID MEDICAL CARE PLANS TO INCLUDE PREVENTIVE 
MEDICAL AND HOME CARE SERVICES; AND LOCAL HEALTH DEPARTMENT PROGRAMS TO 
SUPPLEMENT THE WORK OF VOLUNTARY VISITING NURSE ASSOCIATIONS AS NECESSARY 


AND TO PROVIDE HOME NURSING IN AREAS NOT NOW COVERED. 


14. Orner Care SERVICES - CHRONIC DISEASE PATIENTS NEED MANY COMMUNITY 


SERVICES TO HELP WITH THEIR CARE. THE DEPARTMENT HAS SPONSORED THREE EVALUA- 


TION CLINICS REVIEWING REHABILITATION POTENTIAL OF CHRONICALLY ILL PATIENTS, 
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ONE LOCAL CHRONIC DISEASE INFORMATION AND REFERRAL CENTER TO PROMOTE MAXIMUM 
USE OF LOCAL RESOURCES; REHABILITATION NURSE CONSULTATION TO LOCAL PUBLIC 
HEALTH NURSES ANDO MEDICAL SOCIAL CONSULTATION. ADDITIONAL EVALUATION PROJECTS 
INCLUDE FOLLOW-UP STUDIES OF PERSONS WITH SUSPECTED LUNG CANCER FOUND BY 
CHEST X=RAY SURVEYS. A CANCER REGISTER 1S MAINTAINED OF INDIVIDUALS VOLUN-= 
TARILY REPORTEO BY PHYSICIANS. THE DEPARTMENT HAS AIDED WITH SOME PILOT 
TRAINING CLASSES FOR OIABETES PATIENTS, WITH EMPHASIS ON NUTRITION ANO 
NURSING. CONSULTATION IS GIVEN TO LOCAL DEPARTMENTS AND TO VARIOUS VOLUN-= 
TARY GROUPS ON WEIGHT CONTROL. LOCAL HEALTH DEPARTMENT NURSES ARE AIDED 
IN GIVING OTHER CHRONIC DISEASE PATIENTS NEEDED DIETARY ASSISTANCE. NEEDS 
INCLUDE EXPLORATION OF POSSIBILITIES OF PROGRAMS WITH WELFARE ANO UNEMPLOY- 
MENT AGENCIES TO ASSURE ADEQUATE PREVENTIVE ANO DIAGNOSTIC MEDICAL SERVICES 
FOR THEIR CLIENTS; DEMONSTRATION PROJECTS TO IMPROVE FACILITIES AND SER=- 
VICES FOR ORGANIZEO REHABILITATION, RESTORATION ANO HOME CARE PROGRAMS; 
ADDITIONAL NUTRITIONAL ASSISTANCE FOR THE CHRONICALLY ILL; AND DEVELOPMENT 
OF LOCAL INFORMATION CENTERS TO ASSIST THE CHRONICALLY ILL AND THEIR FAMILIES. 
15. ACCtOENT PREVENTION = BOTH AT HOME ANO ON THE HIGHWAY, ACCIDENTS 
REMAIN A MAJOR CAUSE OF SERIOUS INJURY, DISABILITY AND DEATH. ACCIDENTS 
CLAIM AN ESPECIALLY HEAVY TOLL AMONG OLDER PERSONS. STUDIES IN TWO MICHIGAN 
COUNTIES HAVE SHOWN THAT, GIVEN PROPER SUPPORT, PUBLIC HEALTH DEPARTMENTS 
CAN EFFECTIVELY HELP DEVELOP COMMUNITY PROGRAMS TO REDUCE ACCIDENTS. IN 
ADDITION, THERE 1S NEED TO WORK WITH GROUPS SUCH AS HOME BUILDERS TO HELP 
CORRECT ARCHITECTURAL FEATURES = THE STAIRS WITHOUT A BANNISTER = WHICH 
SO OFTEN LEAD TO SERIOUS INJURY. HEALTH ANO HUMAN ASPECTS OF HIGHWAY ACCi- 


DENTS MERIT CAREFUL EVALUATION, 


43350 O—60— pt. 6——_17 
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16. PREVENTIVE MENTAL HEALTH = IN THE COURSE OF THEIR REGULAR WORK, 
MICHIGAN LOCAL HEALTH DEPARTMENTS CONTINUALLY ASSIST PERSONS FACING EMO- 
TIONAL EMERGENCIES == THE CANCER PATIENT, THE TEENAGER WITH VENEREAL 
DISEASE. THEY ALSO DO MORE AND MORE WORK WITH RETAROED CHILOREN. THERE 
1S NEED FOR ACTIVE DEMONSTRATION OF LOCAL HEALTH DEPARTMENT SERVICES FOR 
PATIENTS DISCHARGED FROM MENTAL HOSPITALS. MANY PATIENTS CONTINUE TAKING 
MEDICATIONS AFTER RETURNING HOME. RELAPSE RATES ARE HIGH. THE PUBLIC 
HEALTH NURSE, WORKING WITH THE PATIENT AND HIS FAMILY, ANO IN CLOSE TOUCH 
WITH THE HOSPITAL, CAN HELP THE PATIENT ADJUST TO HOME LIFE ANDO REOUCE OR 
POSTPONE RECURRENCE OF HIS DISEASE. 

17. EoucaATION = THE IMPORTANCE OF HEALTH EDUCATION EFFORTS CANNOT 
BE OVEREMPHAS!ZED. WHAT PEOPLE DO DEPENDS UPON WHAT THEY KNOW ANDO BELIEVE. 
DEPARTMENT PROGRAMS INCLUDE USE OF MASS MEDIA AND COMMUNITY ORGAN/ ZATION 
ASSISTANCE. A HEALTH MOTION PICTURE FILM LOAN LIBRARY 1S PROVIDED. NEWS-= 
PAPERS, RAOIO AND TELEVISION HELP ENCOURAGE PEOPLE TO ACT IN THE BEST 
INTEREST OF THEIR OWN HEALTH AND THE HEALTH OF THEIR COMMUNITIES. TWO 
REGULAR PUBLICATIONS, "MICHIGAN'S HEALTH" AND "OCCUPATIONAL HEALTH", 
PERFORM AN ESSENTIAL JOB IN KEEPING KEY GROUPS INFORMED. EXHIBITS ARE 
MADE AVAILABLE ANO DEPARTMENT INFORMATION AND HEALTH EDUCATION SPECIALISTS 
PROVIOE CONSULTANT SERVICES FOR LOCAL DEPARTMENTS. THE DEPARTMENT RELIES 
UPON VOLUNTARY AGENCIES TO PROVIDE MUCH OF THE EDUCATIONAL EMPHAS!S ON 
VARIOUS CHRONIC DISEASES. IN ADDITION TO PUBLIC EFFORTS, NUMEROUS 
PROFESSIONAL EDUCATION AND TRAINING PROGRAMS ARE CARRIED OUT, COVERING 


SUBJECTS SUCH AS WATER TREATMENT, WASTE DISPOSAL, DENTISTRY, REHABILITATION, 
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TUBERCULOSIS, NURSING, INDUSTRIAL VENTILATION, VENEREAL DISEASE, DIABETES 
AND CHRONIC DISEASES IN GENERAL. NEEOS INCLUDE INTENSIFIED USE OF MASS 
MEDIA IN ALL ITS FORMS; ADDED STATE HEALTH DEPARTMENT STAFF TO HELP MICHi- 
GAN COMMUNITIES MOBILIZE THEIR OWN HEALTH RESOURCES; CLOSER COOPERATIVE 
EDUCATIONAL EFFORTS BETWEEN OFFICIAL AND VOLUNTARY AGENCIES; EXPANSION 

OF CONTINUING EDUCATION PROGRAMS FOR MEDICAL ANO PUBLIC HEALTH PERSONNEL; 
EXPANDED TEACHING OF PREVENTIVE MEDICINE IN MEDICAL AND NURSING SCHOOLS; 
ANO INTENSIFIED LOCAL HEALTH DEPARTMENT EFFORTS TO HELP PERSUADE MORE 
PEOPLE NOT ONLY TO CARE FOR THEIR OWN HEALTH, BUT ALSO TO MAKE REALISTIC 


PLANS FOR HEALTH IN THE MIDOLE ANO LATER YEARS OF LIFE. 


18. LABORATORY SERVICE = ARSENAL OF PUBLIC HEALTH IS THE LABORATORY. 


DIAGNOSTIC TESTS, SERUMS ANO VACCINES ARE BASIC TO OUR DEFENSE AGAINST 
SICKNESS. EVEN DISEASES SUCH AS SMALLPOX CANNOT BE FORGOTTEN. KEEPING 
THE BARRIERS HIGH ANDO STRONG 1S OUR ONLY PROTECTION. BioLoGcic PRODUCTS 
CONSERVE HEALTH ANO SAVE LIVES AMONG PERSONS IN THEIR MIDDLE AND LATER 
YEARS, AS IN OTHER AGE GROUPS. WITH MAIN HEADQUARTERS IN LANSING, THE 


DEPARTMENT LABORATORY HAS REGIONAL CENTERS IN GRANO RAPIDS, POWERS AND 


HOUGHTON. KEY SERVICES: 


DiaGNostic Tests = MoRE THAN 1,650,000 TESTS WERE 
MADE IN 1958 FOR INFECTIOUS DISEASES, INCLUDING TB, 
SYPHILIS, INTESTINAL INFECTIONS; FOR RH BLOOD FACTOR 
DETERMINATION AND OTHERS. 


SERUMS, VACCINES, ANDO BLooD FRACTIONS = DOSES OF 
SERUMS ANO VACCINES DISTRIBUTED LAST YEAR TOTALED 
over 4,848,000. THe DEPARTMENT PRODUCES PREVENTIVE 
MEDICINES FOR USE AGAINST SMALLPOX, DIPHTHERIA, 
LOCKJAW, WHOOPING COUGH AND OTHERS; TOGETHER Wi TH 
FOUR BLOOD FRACTIONS = GAMMA GLOBULIN, SERUM ALBUMIN, 
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FIBRINOGEN ANO ANTIHEMOPHILIC GLOBULIN. A REMODELED 
BLOOD LABORATORY ASSURES MICHIGAN PEOPLE A COMPLETE 
SUPPLY OF THE LIFESAVING BLOOD FRACTIONS. SOME OF 
THESE, SUCH AS SERUM ALBUMIN, ARE OF SPECIAL VALUE 
TO OLDER PEOPLE. 


Crime DETECTION = A VARIETY OF SOCIAL CONTROL 
MEASURES ARE REINFORCEO THROUGH LABORATORY INVESTi-= 
GATIONS OF MURDERS, HIT=RUN ACCIDENTS, ARSON, 
VIOLATION OF NARCOTIC LAWS ANO DRUNK DRIVING. THIS 
WORK tS CARRIED OUT FOR LAW ENFORCEMENT AGENCIES. 


LOCAL LABORATORIES = LABORATORIES HANDLING PATHOGENIC 
ORGANISMS OR MAKING TESTS FOR COMMUNICABLE DISEASES 
ARE REGISTERED BY THE DEPARTMENT ANO THE DEPARTMENT 
HELPS LOCAL LABORATORIES MAINTAIN HIGH PERFORMANCE 
STANDARDS IN SOME OF THE BASIC COMMUNICABLE OISEASE 
TESTS. 


RESEARCH = IN THE DEPARTMENT LABORATORY, ANTIBIOTIC 
SUBSTANCES ARE TESTED AGAINST CERTAIN COMMUN! CABLE 
DISEASES. MORE THAN 3,/00 SUBSTANCES ALSO HAVE 
BEEN SUBMITTED To THE U. S. PuBLic HEALTH SERVICE 
FOR TESTING AGAINST CANCER. ANOTHER PROJECT 
CARRIED FORWARD THROUGH FEDERAL FUNDS !S THE 

SEARCH FOR A MORE RAPIO METHOD OF TESTING POTENTIAL 
CANCER ANTIBIOTICS. THERE 1S CONTINUING EFFORT TO 
DEVELOP NEW ANO USEFUL BLOOD FRACTIONS AND TO GAIN 
INCREASED KNOWLEDGE ABOUT CERTAIN DISEASE BACTERIA 
ANO VIRUSES. 


NEEOS INCLUDE EVENTUAL EXPANSION OF LABORATORY TESTING SERVICES TO INCLUDE 
CERTAIN CHRONIC OISEASES; FURTHER EXPLORATION ANDO DEVELOPMENT OF BLOOD 
FRACTIONS WHICH HOLD PROMISE IN THE FIGHT AGAINST MANY DISEASES, INCLUDING 
MENTAL ILLNESS, CORONARY DISEASE ANDO CANCER; DEVELOPMENT OF DIAGNOSTIC 
SERVICES TO HELP CONTROL VIRUS=CAUSED DISEASES; EFFORTS TO HELP LOCAL 
LABORATORIES EXPAND BASIC SERVICES AND TO MAINTAIN A HIGH DEGREE OF ACCURACY; 


ANO GREATLY EXPANDED TRAINING PROGRAMS, 
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G. WHERE WE STAND 


THERE 1S RISING DEMAND FOR PUBLIC HEALTH ACTION AGAINST LONG TERM 
ILLNESS. THE GoveRNoR'S PuBLic HEALTH STuoy Commission IN NovemBEeR, 195/, 
DECLARED THAT THE STATE HEALTH DEPARTMENT HAS RESPONSIBILITY FOR AN EFFEC- 
TIVE, LONG=RUN, STATEWIDE PROGRAM FOR THE PREVENTION OF CHRONIC ILLNESS, ANDO 
URGED INCREASED SUPPORT FOR STATE AND LOCAL HEALTH DEPARTMENTS. THE 
LEGISLATIVE ADvisoRyY COUNCIL ON PROBLEMS OF THE AGING HAS SUPPORTED RECENT 
DEPARTMENT REQUESTS TO MAKE A REAL BEGINNING IN THIS FIELD. MORE THAN 100 
MEMBERS OF A CiTiZeEns PuBtic HEALTH AovisoRyY COMMITTEE OF THE MICHIGAN 
PuBLIC HEALTH ASSOCIATION == DRAWN FROM LEADING MICHIGAN CIVIC, BUSINESS, 
LABOR, FARM AND VOLUNTARY GROUPS <= SUPPORTED DEPARTMENT REQUESTS IN THIS 
FIELD 1N 1956 ANDO AGAIN IN 1957. MICHIGAN LOCAL HEALTH OFFICERS, MEETING 
iN COMMISSIONER'S CONFERENCES IN PAST YEARS, HAVE STRONGLY URGED FORTH= 
RIGHT ACTION TO BEGIN TO COPE WITH SOME OF THE PROBLEMS POSED BY LONG-TERM 
ILLNESS. THE STATE COUNCIL OF HEALTH HAS SUPPORTED THE DEPARTMENT IN ITS 
REQUESTS FOR MINIMUM FUNDS. THE COUNCIL OF THE MICHIGAN STATE MEDICAL 
SOCIETY ALSO HAS SUPPORTED MANY DEPARTMENT REQUESTS FOR FUNOS. 

HOWEVER, STATE AND LOCAL DEPARTMENTS ARE BEHIND EVEN IN PROVIDING 
THE BROAD BACKGROUND OF ‘COMMUNITY HEALTH SERVICES == LET ALONE DEVELOPING 
THE USE OF SOME OF THE NEWER WEAPONS FOR COMBATTING SICKNESS, OISABILITY 
ANO DEATH IN THE OLDER AGE GROUPS. SPECIFIC STATE PARTICIPATION IN NEWER 


PUBLIC HEALTH PROGRAMS FOR OLDER PEOPLE AMOUNTS TO $15,000 FOR LICENSING 


582 NURSING HOMES AND HOMES FOR THE AGED WiTH 13,490 Beps. THE PATIENT, 


HALF=PARALYZED, VOICELESS, REMAINS IN HIS BEOFAST WORLD. 
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H. PRIORITY RECOMMENDATIONS 


EARLY YEARS = EXPANDED PUBLIC HEALTH EFFORTS ALONG A BROAO FRONT ARE 
NEEDED TO PROTECT MICHIGAN CHILOREN AND YOUNG PEOPLE FROM DAMAGING 
DISEASE AND ACCIDENTS. WORKING LONG RANGE, THIS 1S THE CRITICAL NEED 


FOR THOSE WHO WILL REACH THEIR MIODLE ANDO LATER YEARS IN THE TWENTY=- 


FIRST CENTURY. 


HEALTH BACKGROUND = IMPROVED HOUSING; WATER, SEWAGE AND FOOD SANITA- 
TION; COMMUNICABLE DISEASE CONTROL; INDUSTRIAL HEALTH ANO OTHER STATE 
AND LOCAL PUBLIC HEALTH SERVICES ARE NEEDED TO GIVE OLDER PEOPLE THEIR 


BEST OPPORTUNITY FOR HEALTHFUL, PRODUCTIVE, HAPPY LIVING. 


HEALTH AFTER 45 - AS WELL AS IMPROVING PUBLIC HEALTH SERVICES FOR 

YOUNG PEOPLE AND DEVELOPING EFFECTIVE BASIC COMMUNITY HEALTH FACILITIES 
AND PROGRAMS, GOVERNMENT MUST ACCELERATE PUBLIC HEALTH EFFORTS MORE 
SPECIFICALLY DESIGNED FOR PERSONS IN THE MIDDLE AND LATER YEARS OF LIFE. 


MICHIGAN NEEDS: 


MUCH STRONGER STATE AND LOCAL PUBLIC HEALTH 
SERVICES FOR NURSING HOMES AND HOMES FOR THE AGED, 


EFFECTIVE LOCAL HOME NURSING AND HOME CARE PROGRAMS, 


BROAD AND INTENSIVE STUDY OF ALL TYPES OF INSTI- 
TUTIONAL CARE, 


FURTHER EXPLORATION OF MASS TESTING PROGRAMS FOR 
CERVICAL CANCER, DIABETES AND OTHER DISEASES AS 
IT BECOMES FEASIBLE. 


COMPREHENS IVE STUDY OF LOCAL HEALTH DEPARTMENT 
FINANCING BEYOND THE PRESENTLY RECOMMENDED 
ADDITIONAL SPECIAL NEED FUNDS. 


FURTHER DEVELOPMENT OF LABORATORY SERVICES TO AID 
IN CONTROL OF INFECTIOUS AND CHRONIC DISEASES. 
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INCREASED COOPERATIVE EFFORTS AMONG OFFICIAL AND 
VOLUNTARY HEALTH AGENCIES. 


DETERMINED EDUCATIONAL EFFORT TO PERSUADE PEOPLE 

ANO COMMUNITIES TO USE THE HEALTH ADVANTAGES NOW 

WITHIN REACH AND TO DEVELOP NEEDED ADDITIONAL 

SERVICES. 
THE DEPARTMENT HAS A CITIZENS COMMUNITY HEALTH ADvisSoRY COMMITTEE STUDYING 
FINANCING OF LOCAL HEALTH DEPARTMENT SERVICES. PLANS TO ORGANIZE 
CiT:i ZENS CHRONIC Disease Advisory COMMITTEE ARE BEING CONSIDERED. THE 
DEPARTMENT ALSO 1S PROVIDING LEADERSHIP FOR A NEW EFFORT TO BRING FURTHER 
TEAMWORK AMONG VOLUNTARY AND OFFICIAL HEALTH AGENCIES. 

THE MAJOR GOAL NOW AND IN THE FUTURE 1S TO ENCOURAGE INDIVIDUAL EFFORT. 

WHILE GOVERNMENT CAN HELP ALONG THE WAY, INTELLIGENT INDIVIOUAL ACTION 1S 
INCREASINGLY IMPORTANT |F MORE MICHIGAN PEOPLE ARE TO REAP THE BLESSINGS 


OF HEALTHFUL, HAPPY, LONGER LIFETIMES. 
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MICHIGAN POPULATION BY COUNTY APPENDIX A 
APRIL 1, 1950; JULY I, 1957 


(1950 DATA ARE CENSUS COUNTS OF POPULATION; 
1957 OATA ARE ESTIMATES PREPARED BY MICH. DePT. oF HEALTH) 


MICHIGAN -- 1950: 6,371,766 -- 1957: 7,803,000* ‘ 
% CHANGE 


1950 


CHANGE 
'50='57 1950 1957 '50-'57 
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MASON 20,474 
MECOSTA 18,968 
MENOMINEE 25,299 
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*THIS POPULATION ESTIMATE AS OF JuLY |, 1957, RELEASED BY THE BuREAU oF CENSUS 
oF DecemBer 9, 1957. 

METHOD: COUNTY POPULATION ESTIMATED ACCORDING TO U.S. Bureau oF CENSUS REPORT 
SERIES P=25, No. 133 "METHOD OF ESTIMATING THE CURRENT POPULATION OF 
SuBDIVISIONS OF THE UNiTED States." 

SOURCE: STATISTICAL METHOOS SECTION, MICHIGAN DEPARTMENT OF HEALTH 
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APPENDIX B 


POPULATION BY SPECIFIED CITIES 


AND % CHANGE = MICHIGAN 1950 - 1957 


1950 1957 EstimaTeo PERCENT 
City PoPULATION PoPULATI ON CHANGE 


ANN ARBOR 48,251 54, 460 
Bay City 52,523 60, 380 
DETROIT | 849,568 1,927,500 
FLINT 163, 143 215,550 
Grano RaPios 176,515 212,270 
JACKSON 51,088 61, 320 
KALAMAZOO 57,704 75,020 
LANSING 92, 129 111,850 


SAGINAW 92,918 109,510 
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APPENDIX C 


PopucaTion Aceo 65 and Over iN MICHIGAN Counties, 1950 ano 1957 


ESTIMATED ESTIMATED 
1950 PoPULATION 1957 PorPuLaTion PERCENTAGE CHANGE 


County 65 ano Over 5 _ANo OVER 1950 = 1957 


ALCONA 627 739 
ALGER 901 1,0 

ALLEGAN 4,997 5,492 
ALPENA 2,000 2,406 
ANTRIM 1, 307 1,717 
ARENAC 969 1,092 


BARAGA : 
Barry 3,034 3,045 
Bay 7,041 5 
Benzie 884 
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ESTIMATED ESTIMATED 
7% POPULATION 1957 PorpuLaTion PERCENTAGE CHANGE 


CounTY 5 ANO OVER 5 ANO OVER 1950 > 1957 
88) 


LAKE 


LEELANAU 


LENAWEE 6,57 1,213 
LIVINGSTON 2,827 3, 343 
87 980 


13 
LAPEER 3,243 4,015 
89 990 


Luce 


MACKINAC 842 
MACOMB 132299 
2, 345 


_—V! 


MANISTEE 


MARQUETTE 4393 
MASON 2,462 


MECOSTA 2,230 


MENOMINEE 2,807 
Mi OLANO 2,701 
MISSAUKEE 

MONROE 

MONTCALM 

MONTMORENCY 
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OAKLAND 

OCEANA 

OGEMAW 

ONTONAGON 1, 133 
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OSCEOLA 1,524 
Oscova 248 
OTSEGO 

OTTAWA 6,269 
Presque ISLE 1,02 


ROSCOMMON 590 
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St. JOSEPH 4, 149 
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STATE 461,450 
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PREPARED BY: LEGISLATIVE AOVISORY COUNCIL ON PROBLEMS OF THE AGING 
3032 RackHaM BuiLoiNG = ANN ARBOR, MICHIGAN 
Copy-MO0H=6/59 
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POPULATION AGED 65 AND OVER IN NINE MicHIGAN Cities, 1950 ano 1957 


ANN ARBOR 
Bay CiTy 
DETROIT 
FLINT 

GRAND RaPios 
JACKSON 
KALAMAZOO 
LANSING 


SAGINAW 


PREPARED BY: 


Cory-MOH-6/59 


tan 
3,269 
4725 
105,092 
10, 346 
17,562 
5,438 
6,434 
1,399 
7,519 


ESTIMATED 


1957 PoPuLaTion 


65 AND OVER 


4,792 
5,207 
132, 352 
11,869 
19, 348 
52157 
8, 328 
8,810 
8,816 


ESTIMATED 


PERCENTAGE CHANGE 


1950 = 1957 


46.6% 
10.2 
25-9 
14.7 
10.2 
5«9 
29.4 


LEGISLATIVE ADVISORY COUNCIL ON PROBLEMS OF THE AGING 
3032 RACKHAM BulLOING = ANN ARBOR, MICHIGAN 
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APPENDIX D 


HIGHLIGHTS OF ONE YEAR OF SERVICE 
MICHIGAN LOCAL HEALTH DEPARTMENTS 


THIS IS A COMPILATION OF SOME OF THE MAJOR SERVICES GIVEN BY 
MICHIGAN'S LOCAL HEALTH DEPARTMENTS IN 1957. THESE HIGHLIGHTS 
ARE TAKEN FROM REPORTS OF LOCAL HEALTH DEPARTMENTS SUBMITTED 
TO THE MICHIGAN DEPARTMENT OF HEALTH. THE INFORMATION PRE- 
SENTEO 1S A VALID INDICATOR OF THE GENERAL KIND ANO VOLUME OF 
WORK CARRIEO OUT BY LOCAL DEPARTMENTS, WITHOUT SHOWING PROGRAM 
DETAIL. SOME SERVICES, SUCH AS ACCIDENT PREVENTION ANDO MENTAL 
HEALTH, ARE RENDERED SIMULTANEOUSLY WITH OTHER ACTIVITIES, AND 
THUS ARE NOT ACCURATELY MEASURED HERE. THERE ARE, IN ADDITION, 
NUMEROUS HEALTH DEPARTMENT SERVICES NOT COVERED BY THIS COMPILATION. 
1. HEALTH SUPERVISION, NURSING, SANITATION SERVICES 


Kinos oF Services NUMBER OF FIELD ANO CLINIC 
SERVICES 


COMMUNICABLE DISEASES 
TUBERCULOSIS 
VENEREAL DISEASE 
OTHERS 
DomMINANT LONG-TERM ILLNESS 
HEART=VASCULAR=RENAL 
CANCER 
Di aBEeTES 
EmoTiOnat & MENTAL PROBLEMS 
OTHER DiSaBLING COND: TIONS 
ORTHOPEDIC 
HEARING 
VISION 
ALL OTHERS 
MOTHERS 
BEFORE CHILOBIRTH 
AFTER CHILOBIRTH 


MATERNITY PATIENTS 
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Kinos oF SERVICES NUMBER OF FIELD ANO CLINIC SERVICES 
eee ae seee Seerneeeeeaneiiteaneianeinistemenaanpeteanenttaememesas ete aa 


CHitoO HEALTH 
UNOER ONE YEAR 
Pre-scuoocers (1-4) 
Scnoo. ace (5-20) 
MENTALLY RETARDED 
SCHOOLS 

AouLT HEALTH 
NURSING Homes 
ALL OTHER 

Communi Ty SANITATION 
MOTELS ANO RESORTS 
TRAILER COACH PARKS 
HosPi TALS 
PUBLIC ESTABLISHMENTS 
WATER 
SEWAGE 
STREAM POLLUTION 
SEPTIC TANK CLEANERS 
Food SANITATION 
MEAT SANITATION 
Mitk (PLANTS AND FARMS) 
INSECT CONTROL 
REFUSE AND GARBAGE 


ACCIDENT PREVENTION 


115, 389 
129,069 
137,557 

4, bad 


61,335 


1,781 
33, 144 


6,077 
2,821 
1,089 
4,898 
14, 406 
31,431 
1,015 
44s 
119,700 
43,505 
44119 
835 
219,515 
187 
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2. OTHER SELECTED SERVICES 


TyPe OF SERVICE NUMBER 


|MMUN! ZATIONS 


SMALLPOX 78,722 
DIPHTHERIA 218,891 
WHOOPING CouGH 59,545 
Lockuaw 111,964 


PoLio 191, 133 
TUBERCULIN TESTS 98, 301 


CHEST X=RAYS 435,464 
BLOOD SAMPLES 228,734 
ViSiON TESTS 291, 303 


HEARING TESTS 275,000 


FLUORIDE APPLICATIONS 117,457 
WATER SUPPLY APPROVALS 3, 122 
SEPTIC TANK APPROVALS 9,850 


GROUP INSTRUCTION CLASSES ENROLLMENT 8,743 


10/58 MOH 
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BUILDING MICHIGAN’S HEALTH—PUuBLIC HEALTH AND MEDICAL CARE IN MICHIGAN 
A report of the Michigan Public Health Study Commission, November 18, 1957 


The State of Michigan can be justly proud of the many aspects of its far- 
reaching and progressive health and medical care programs. The medical, 
dental, public health, and nursing schools in the State rank among the very 
best in the Nation. Michigan is 1 of only 10 States in the Union with a school 
of public health—a leader in the field. The crippled children’s program is one 
of the most comprehensive, and one of the pioneering programs in the country. 
The neuropsychiatric institute, the children’s psychiatric hospital, the adult and 
child guidance clinics, the Lafayette Clinic, the Hawthorn Center, and the mental 
health research institute are outstanding in their field. The State appropriation 
to the University of Michigan for research and service in the utilization of 
human resources is a promising development. The State is cooperating fully 
with the Federal Government in the maternal and child health and crippled 
children’s programs and the Hospital Survey and Construction Act. In volun- 
tary hospitalization and surgical insurance coverage, the State is among the 
highest in the Nation. In still other areas of health programs, Michigan is 
a leader among the States. 

Mortality and morbidity rates in Michigan compare favorably with other 
States. We have a conscientious and able group of doctors, dentists, nurses, 
State and local public health personnel, and other practitioners. We have many 
outstanding research specialists in the State. 

However, information and studies made available to the commission have 
indicated a number of deficiencies in our existing programs and services. In 
1955, Michigan ranked 35th among the States in the supply of physicians, 
measured by the number of physicians in active practice in relation to population, 
23d in terms of the total physician-population ratio, and 27th in the ratio of 
physicians in active private practice and osteopaths per thousand population. 

In 1956, Michigan ranked 15th among the States in per capita expenditures 
for public health. In 1957, Michigan ranked 40th in the number of persons 
vocationally rehabilitated per 100,000 population. Despite developments since 
that time, it does not appear that Michigan has improved its relative ranking 
among the States in these two important areas. 

The rapidly increasing population in Michigan, and the increase in the general 
price level, has resulted in some of the programs and services not keeping pace 
with these developments. During the past 10 years, medical care costs for the 
Nation as a whole have tended to rise about twice as much as the general price 
level. This has created many difficulties for State and local health agencies. 

The population of Michigan now exceeds 7% million. We are a growing 
and expanding State. It is estimated that the State population will exceed 
10 million by 1970. To prepare for this eventuality requires planning ahead 
and allocating sufficient tax and manpower resources to keep Michigan abreast 
of its growing needs. 

Michigan had a per capita income of $2,156 in 1956—ranking ninth among 
the States in the Nation. Per capita income in Michigan was 11 percent above 
the average for the Nation as a whole. Our fiscal resources thus enable us to 
have a comprehensive public health and medical care program in Michigan— 
among the very finest in the country. 

The following recommendations have been formulated with the objective of 
moving in this direction: 


I. STRENGTHENING PREVENTIVE HEALTH SERVICES 








1. Strengthening local public health services 


Significant progress has been made in improving and expanding the work of 
the State health department in recent years. But the local health departments 
are not able to keep abreast of their increasing responsibilities. At the present 
time, local health departments have a total budget of about $10.2 million a year, 
of which $9 million is raised from local revenues and $1.2 million from State and 
Federal sources. Of this latter amount, the Federal Government contributes 
more than does the State. 


1 Including expenditures for crippled children, and excluding amounts identified as general 
hospital care and operation of tuberculosis facilities. 

2 Taking the per capita income for the U.S. ($1,940), as 100, Michigan’s per capita income 
Was 111 and neighboring States were as follows: Illinois, 123; Ohio, 111; Indiana, 100; 
und Wisconsin, 96. 
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From available information, it appears that we are short about $5 million 
annually, at the present time, in meeting the minimum requirements for an 
effective local health service in all political subdivisions of the State.* 

State aid for local public health services in Michigan this year ($355,000) is 
less than 5 cents per person per year. In a special study of State grants-in-aid 
to local health units in 25 States made for the Commission, it was shown that 14 
States contributed more per capita for local health services than Michigan. 
These States were: Alabama, Arizona, California, Florida, Illinois, Kentucky, 
Maryland, Missouri, New York, North Carolina, South Carolina, Tennessee, 
Virginia, and West Virginia. Eleven of these States have per capita incomes 
less than that of Michigan. 

(a) Members of the commission believe that, in order to promote local health 
services, the State of Michigan should increase substantially the amount of State 
funds available for local health services. They believe that local responsibility 
should be retained as the primary basis for financing local health service but 
that the State should contribute additional sums to stimulate the counties to 
bring the program up to the minimum level of $2 per capita annually. 

We recommend, therefore, that the Michigan Legislature increase the exist- 
ing annual State appropriation to local health departments to $1,355,000 an- 
nually. This would mean an increase of $1 million over the present appro- 
priation. Since 12 Michigan counties do not now have county health depart- 
ments, we believe that an appropriation of $1.2 million for the fiscal year 1958 
would be the desirable minimum amount pending the establishment of local 
health departments in all counties. This would still mean that the counties and 
cities would have to raise about $4 million annually to bring local health de- 
partments up to the minimum desirable level. 

(b) We recommend that a special study be undertaken of the 12 counties 
with a total population of over 600.000 persons which do not have county 
health departments to determine the reasons why they do not have such de 
partments and the kind of local health services they have and need. It is 
suggested that consideration be given to financing the cost of this study from 
special research funds from available public or private sources. 

2. Strengthening services for the chronically ill 

Chronic diseases, including heart disease and cancer, rank as the most 
frequent causes of death in Michigan. These diseases are among the fore 
most causes of disability, and often result in family bankruptcy and depend- 
ency upon public relief. Many chronically ill persons are already in receipt 
of public aid, and this burden on the taxpayer will increase unless preventive 
measures are undertaken. 

(a) The responsibility for an effective long-run statewide program for the 
prevention of chronic illness is vested in the State department of health. 

Although some progress has been made in assigning professional personnel 
and in developing programs in the field of chronic disease, such programs in 
several other States, notably California and New York, are relatively more 
advanced than Michigan’s. We urge the State health department to take 
vigorous leadership in developing chronic disease programs, particular in view 
of the growing importance of this problem. As the population ages, this problem 
will become even greater. 

(b) Funds should be provided for an adequate staff to carry out inspections 
and licensing as defined by law for nursing homes and homes for the aged. At 
the present time, funds for this purpose are not adequate to inspect and license 
over 600 homes. We strongly urge that sufficient funds be made available for 
this purpose.‘ 

(c) Regional traveling consultant teams should be established to visit nurs- 
ing homes and homes for the aged throughout the State to help them provide 
efficient and high grade services to the patient. Each team should include a 
physician, dietitian, nurse, occupational physical therapist, and a social worker. 
This team approach should serve to assist nursing homes in raising standards 
and improving the services and facilities of the homes. Funds should be ap- 
propriated to the Michigan Department of Health for this service. 


This estimate is based upon the judgment and experience of public health experts that, 
at today’s costs, basic local health services require at least $2 per capita annually. Only 
~ district health department and four city departments in the State met this goal in 
1957. 

4We believe that the amount appropriated ($15,000) for this purpose this year is grossly 
inadequate: the amount requested ($44,000) is not sufficient to carry out the State's 
responsibility in this area for adequate professional supervision. 


43350—60—pt. 6——18 
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(d) Many patients with long-term illness can be cared for at home rather 
than in institutions, provided adequate services are made available. Such 
services include, in addition to those of a physician, nursing care, physical and 
occupational therapy, and homemaker service. Such home care programs now 
in operation have demonstrated the economies which are possible. Home care 
programs should be developed in each county by an appropriate agency. A local 
visiting nurse association or a local health department or hospital might be the 
agency to develop such a program. Sufficient funds should be allocated for the 
development of such programs from community, county, or State resources. 

(e) The Michigan Department of Health should encourage local health de- 
partments in rural or other areas not covered by existing programs to develop 
and promote bedside nursing programs, and a start in this direction should be 
made by demonstration projects in several communities by grants from the State 
department of health to local health departments. 

(f) We recommend that the State health department be authorized to em- 
ploy on a contractual basis outstanding Michigan medical specialists to conduct 
chronic disease evaluation clinics in the same general manner as the crippled 
children’s commission operates its classification clinics. This project should 
be undertaken in cooperation with local health departments, local medical so- 
cieties, nursing homes, and other interested groups. 

(g) Establishment of chronic disease units as integral parts of the teaching 
hospitals of the two Michigan medical schools should be encouraged. Re 
search would be possible in prevention and treatment of the chronic and dis- 
abling illnesses, many of which are in the 60 and over age group. We en- 
dorse the construction of a chronic disease and rehabilitation hospital as part 
of the university medical center in Ann Arbor. Federal matching funds are 
available under the Hill-Burton Hospital Construction Act. 

(ih) Through the program of the State office of hospital survey and con- 
struction, the State should encourage and help construct chronic disease 
wings in the larger general hospitals which have facilities for comprehensive 
care. Some long-term patients who do not require all the facilities and serv- 
ices of the general hospital occupy high-cost general hospital beds which are 
in short supply. Yet very little is being done to provide such patients with 
training services that will permit them to leave the hospital sooner, and 
‘arry on with appropriate rehabilitative measures. General hospitals are 
primarily for the care of patients with acute illness, and everything possible 
should be done to release as many beds as possible for the care of these patients. 

If chronic illness wings were provided in each hospital, much in the cost of 
operation could be saved. The patient could be transferred to such a wing as 
soon as the acute phase of his illness was past. For the patient, the change in 
atmosphere and surroundings would be conducive to an earlier recovery. It has 
been repeatedly demonstrated that such facilities can be operated with lower 
costs for personnel and physical equipment. Pilot demonstration units are al- 
ready in operation in some hospitals throughout the county. Provision of 
chronic illness wings should be encouraged because of the decrease in cost of 
patient care, not only to the patient with prolonged illness, but also, in an in- 
direct way, in the overall per day cost of hospital beds. 

Besides the financial gain, the patient will benefit by the training services 
provided in this wing by having a smoother and more rapid convalescence. He 
will be taught the various rehabilitative measures that he can carry on in his 
own home with the help of his family and the visiting nurse. This latter plan 
of continued home care by the visiting nurse should be carefully integrated with 
the hospital program. 

(1) Three laws relate to county medical care facilities: 

1. Authorization for requesting State aid for meeting part of the cost 
of capital expenditures for the establishment, extension or improvement 
of such facilities (Act 125 of 1954; section 58b of the Social Welfare Act) ; 

2. State aid of 30 percent of the net operating costs of such facilities 
(Act 286 of 1957 ; section 18 of the Social Welfare Act) ; 

3. The Federal Hill-Burton Hospital Survey and Construction Act (as 
amended in 1954) which provides Federal funds for the construction of 
such facilities. 

It appears that, with the increase in aged population and the substantial 
volume of chronic illness among the older age groups, there is a need for 
additional facilities. 

The 1954 law authorizing State aid for the construction of county medical 
facilities does not appear to give the State department of social welfare any 
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responsibility to take initiating action unless, and until, a county submits a 
request for State aid. The legislation, moreover, appears to provide only for 
the transmission of such requests, as approved by the State department, to 
the legislature for possible inclusion in the appropriation legislation. In our 
opinion, a more specific legislative authorization is desirable, and a specific 
amount of State aid should be included in the legislative authorization or 
annual appropriation bill. We understand that several counties have applied 
to the office of hospital survey and construction for Federal aid for con- 
struction of county medical care facilities. In order to obtain the necessary 
information on a statewide basis on which to base intelligent future planning 
and to discover any obstacles which must be overcome, we recommend that 
the Governor designate an appropriate State agency to request information 
on local needs for county medical care facilities and to make recommenda- 
tions of the amount of funds needed and any changes in existing laws or 
policies. The State departments of social welfare and health and the office of 
hospital survey and construction should be consulted in this study and recom- 
mendation. In general, county medical care facilities should be located close to, 
or as a part of, general hospitals. 

(j) Appropriate training programs should be established in university centers 
so that medical directors, doctors, dietitians, nursing personnel, social workers, 
occupational and physiotherapists and others dealing with care of the chroni- 
cally ill and aged, in both public and private institutions, receive supplementary 
training in the most effective methods known for good overall care. This type 
of training would stimulate the development of rehabilitative units in such 
institutions—which would go a long way toward dispelling the present attitude 
of hopelessness in the minds of the individual and staff alike. The legislature 
should appropriate funds necessary for the successful operation of these training 
programs. 


8. Improving mental health programs 

Michigan’s mental health program is gaining in all phases, especially in the 
vital areas of additional professional personnel, training, and research. While 
the progress made in recent years has been gratifying, there are a number of 


aspects of the existing program which need improvement. 

(a) We recommend continuation and expansion of the training programs for 
clinical psychologists, psychiatrists, psychiatric social workers, and psychiatric 
nurses. This is important if we are to retain the leadership and the quality of 
services necessary for an effective statewide mental health program. 

(b) We recommend that funds be appropriated to establish at least three 
new child guidance clinics and one additional psychiatric clinic for adults. 
These community clinics have demonstrated their great value and should be 
expanded as rapidly as possible. 

(c) We recommend continued and expanded support for research in pre- 
venting and treating mental illness. We urge that particular attention be given 
to the further development of research in the causes and prevention of mental 
retardation. It has been suggested that we aim to allocate at least 5 percent 
of all State expenditures for mental health to research i nthe prevention of men- 
tal illness. To attract and retain qualified research personnel with outstand- 
ing ability, we must continue to offer opportunities for both basic and applied 
research, and we must operate a challenging and forward-looking program in 
both service and research. 

(d) We recommend that the State appropriate the necessary funds (estimated 
at $846,000) to match the $700,000 already available from private and Federal 
funds (which will expire this year) for the construction of a building and 
equipment for the mental health research institute. This is important, if we 
are to capitalize fully on the outstanding research potentialities in mental health 
which we have here in Michigan. 

(e) We recommend that the State department of mental health develop more 
adequate programs for the treatment and care of emotionally disturbed and 
mentally ill children. There has been a marked increase in the number of these 
children requiring inpatient care in hospitals. All State hospitals are finding it 
necessary to accept more such children. 

(f) We recommend that the State department of health and the State depart- 
ment of mental health work out a joint program aimed toward the prevention 
of relapse in mental illness, and that funds be appropriated to make such a 
program effective. In this connection, we urge that there be a more adequate 
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followup of discharged patients by use of specially trained public health nurses 
and other professionally trained personnel. 

(g) We urge continued support for a broad program of public education in all 
aspects of mental health. 
4. Research 


We commend the Governor and the State legislature for their recognition of 
the importance of supporting research for health purposes, especially their sup- 
port of the laboratory services in the State department of health, the mental 
health research institute in Ann Arbor, the appropriations for the study of 
eystic fibrosis, and the appropriation for research and service in the utilization 
of human resources. We urge that the appropriations for these purposes be 
continued and expanded. 

While we think appreciable progress has been made in recent years in sup- 
porting and stimulating research, we believe further emphasis and funds should 
be given to this area of work. 

5. Polio immunization 


Approval should be given to continued State participation in the poliomyelitis 
immunization program. The commission believes that as soon as practicable the 
State health department should as far as possible handle this vaccine in the 
same manner it handles other biologicals. The commission recommends that 
the health department continue publicizing the fact that an adequate supply of 
vaccine now is available and that the supply is now available to adults. 


6. Radiation and air pollution 


(a) Legislative action should be taken to place radiation and air pollution con- 
trol officially under jurisdiction of the Michigan Department of Health. 

(b) We urge that the State Department of Health investigate the effects of 
radiation, particularly on young people, and report its findings to the Governor 
and the legislature. 


7%. Pure food, drugs, and cosmetics 


(a) The State of Michigan should enact a pure foods, drugs, and cosmetics 
law along the lines of the uniform State law adopted by many other States. It 
is recommended that the Governor appoint an interdepartmental committee 
to prepare a draft of such legislation as well as recommendations for the appro- 
priate administrative operation of the legislation and related existing programs. 

(b) Existing legislative provisions for licensing and inspection of slaughter- 
houses should be strengthened. 

8. Home and traffic accidents 


Additional funds should be provided to employ qualified personnel to develop 
a program of home accident prevention in which local health departments par- 
ticipate; and to develop effective working relationships with other State agen- 
cies engaged in traffic accident prevention. 


II. MEETING HEALTH MANPOWER NEEDS MORE EFFECTIVELY 


9. Obtaining more physicians for Michigan 


The commission has reviewed the report of the committee on needs of medical 
education in Michigan which reported in April 1957 and endorses !:+ + ndings 
and conclusions that: 

1. Compared to the Nation as a whole, and, particularly, to t's ‘‘ast North 
Central States, Michigan is less well supplied with physic!="s than its 
population and per capita income warrant ; 

2. If present population trends continue, Michigan will have increasing 
difficulty in maintaining its present status regarding physician manpower; 

3. There is a need for expanding the presently available number of 
training places for medical students in Michigan. 

Therefore, we recommend the following: 

(a) The -legislature, as an initial step, should provide additional funds for 
the Wayne State University College of Medicine to enable an additional 50 doc- 
tors to be graduated annually from this institution. Further expansion of 
Wayne State University College of Medicine is feasible and should be considered 
as a next step. However, the problem of supply of physicians in Michigan will 
not be solved entirely by an expansion of the Wayne State Medical School. 
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(vb) The early construction of a third medical school in Michigan. This is 
imperative if Michigan’s growing population is to have an adequate supply of 
doctors to serve its heeds. 

The interval between the decision to establish a new medical school and the 
graduation of its first class is 7 or 8 years. Thus, a new school planned in 
1958 will not graduate medical students before 1965, or more likely 1966. One 
additional year will elapse before these graduates complete their internships 
and become available for practice. We believe it is essential, therefore, to 
authorize the development of a third medical school in the State at this time. 

(c) Because the longrun problem of providing sufficient doctors for Michigan 
cannot be satisfactorily met within Michigan alone, we urge that consideration 
be given to Federal aid for medical schools on a nationwide basis. 

10. Improving dental services and facilities 

Michigan had 1 dentist in 1955 for about each 2,000 persons in the State, com- 
pared with 1 dentist for each 1,684 persons for the United States. The average 
for the 8 States in the central region is 1 dentist for each 1,700 persons. In 
Wisconsin, the ratio is 1 to 1,450 persons and in Minnesota, 1 to 1,360 persons. 

The four counties of Macomb, Monroe, Washtenaw, and Wayne have 52 percent 
of the State’s 3,706 dentists to serve 44 percent of the State’s population. 

(a) In order to improve the supply and distribution of dentists in Michigan, 
we recommend that the current dental teaching facilities in Michigan be ex- 
panded and that the University of Michigan School of Dentistry be increased 
so as to make it possible to admit 150 dental students each year instead of the 
97 at present. Such facilities should also enable the training for dental hygien- 
ists and auxiliary aids to be expanded substantially. 

(bv) Since dental caries and the need for dental care can be significantly 
reduced by the fluoridation of public water supplies, and since there is no 
scientifie evidence of any risk from properly fluoridated water supplies, we 
recommend: That in the interests of better health, the fluoridation of all public 
water supplies in Michigan be adopted as quickly as possible; and that the 
Michigan Department of Health vigorously prosecute its campaign to promote 
fluoridation of public supplies of water. 

11. Nursing 


Michigan has fewer than 200 active professional nurses per 100,000 population 
(April 1957). This compares with the national ratio of 259 per 100,000. It 
compares with the American Nurses’ Association recommendation that a mini- 
mum of 300 nurses should be availiable for every 100,000 people. The shortage 
of nurses is spread through every branch of the profession. 

A total of 33,704 professional nurses are actively registered in Michigan 
(April 1956). Of these, 8,770 indicated at the time of registration that they 
were not engaged in nursing. 

(a) We believe the State of Michigan should make funds available for 
scholarships and financial assistance for young women meeting entrance re- 
quirements of Michigan basic collegiate programs and for a postdiploma pro- 
gram in an approved school of nursing. The graduates of these programs 
provide our best source for recruiting better qualified nurses into the field of 
public health nursing. 

(b) We believe a special effort should be made by the State department of 
health, the State department of public instruction, and the universities to recruit 
young women in the high school, who meet college entrance requirements, into 
collegiate programs of nursing. This would mean a concerted effort toward 
interpreting programs of study for nursing to high school counselors and other 
individuals in the community who assume responsibility for such counseling. 
There is, at present, a lack of understanding of the advantages of such programs 
for qualified young women. 

(c) In some communities in Michigan compensation levels and other employ- 
ment conditions, commensurate with preparation required, have improved and 
are adequate to recruit well-prepared nurses, but in many this is not true. We 
recommend that the State health department assume greater leadership in 
counseling local boards of supervisors and other members of the community to 
develop health programs with qualified public health administration and which 
offer stimulation, challenge, and professional advancement on a professional 
level. In order for the State department of health to carry out its responsi- 
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bilities in public health nursing, we recommend that additional nursing con- 
sultants be added to the staff of the State department of health. 

(d@) Consideration should also be given to the use of nonprofessional personnel 
for some of the nursing activities within the public health program so that 
we may use trained public health nurses more effectively. 

12. Personnel shortages 


Evidence before this public health study commission has clearly indicated that 
we are short of all types of professional health personnel. It is clear that 
State and local agencies providing health services face shortages of personnel, 
Among the State agencies are the departments of health, mental health, cor- 
rections, social welfare, public instruction, crippled children’s commission, and 
others. 

At present time, our State departments are trying to cope with this problem as 
individual agencies, often competing with each other. Apparently there is no 
overall approach to meet personnel needs on both a short-time and long-range 
basis. It is our opinion that, unless we do so, our State services will not get 
the personnel they need and that our tax dollars will not be used to wise 
advantage. 

We therefore recommend: 

(a) The total physical and mental health personnel needs of our State 
and local agencies be tackled and planned for on an overall basis. 

(0) This responsibility should be undertaken by a study commission 
composed of representatives of the State department of administration, 
State civil service commission, schools of higher learning, professional as- 
sociations and key citizen groups, and research organizations. 

(c) This group should study and assess the total professional and non- 
professional personnel needs of our State and local agencies; look into the 
adequacy of the State’s facilities for formal training; examine agency re- 
cruiting and inservice training programs, scholarships, levels of compen- 
sation, ete. 

(d) On the basis of these facts, the group should recommend and develop 
an overall plan to meet the health personnel needs of our State and local 
agencies. 

(e) This group should be established immediately either under auspices 
of the interdepartmental committee (recommended in No. 14) or under the 
leadership of the State department of administration. 


III. LONG-RANGE PLANNING FOR MEETING STATE AND LOCAL HEALTH RESPONSIBILITIES 


The studies made by the commission have indicated the need for more effec- 
tive long-range planning in the health field in the financing, administration, and 
coordination of public health services, and the more effective citizen participa- 
tion in the various parts of the programs. 


13. Funds for State and local health departments 


The total appropriations to the State department of health in the fiscal year 
1958 were approximately $10 million (exclusive of grants to local health de 
partments), of which $6 million was budgeted for the care of tuberculosis 
patients. Just to keep pace with the continuing population increase in the 
State, the appropriation of the State department needs to be increased about 
$250,000 annually. Taking account of needed program improvements we recom- 
mend in this report, we believe that State appropriations to the State depart- 
ment should be in the neighborhood of $15 million annually by 1960. 

Altogether, we visualize that by 1960, instead of the $20 million annually 
now being spent by the State and local health departments, about $30 million 
will be necessary. Of this increased amount, about $4 million should be raised 
by the localities and $6 million by the State. We urge that every effort be made 
to reach this goal as soon as possible. 


14. Interdepartmental committee on health 


The need for more effective joint planning by our different State health agen- 
cies has long been recognized. With our growing population and the need to 
expand present programs and plan new services, this becomes imperative. The 
public health study commission recognizes that merely to group all health pro- 
grams in one agency may well destroy the effectiveness of important individual 
programs and may prove to be cumbersome, inefficient, and even expensive. We 
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do, however, believe that there is room for better and more imaginative and 
productive cooperation between our various health agencies. Although this 
cooperation exists on the operating levels of some of these agencies on specific 
matters, we would like to see it carried out among all agencies by heads of these 
agencies on a formal basis. Probably out of this top-level cooperation and 
joint planning will come practical and sound recommendations for integration 
of some of our health programs. 

We, therefore, recommend that through legislation, or by direction of the 
Governor, there be established a formal interdepartmental committee of heads 
of appropriate State agencies to consider mutual health problems and inter- 
locking programs and to plan for new services, and that such interdepartmental 
committee be provided with adequate staff services. 


15. Responsibilities of State and local health agencies 


At the present time, State law provides for a State council on health to advise 
the commissioner of health. This council is made up of five members. 

(a) We recommend that, in view of the long-range need for broadening the 
scope of responsibilities of the State department, the present council be increased 
to nine members, four of whom shall be representative of the health professions, 
and five of whom shall be representative of the citizenry of the State who shall 
have knowledge of health services or health needs in the State. 

(b) We recommend that the State law be amended to provide that the State 
health commissioner shall be a physician licensed to practice in Michigan, have 
a graduate degree in public health, and have had at least 3 years experience in 
a full time administrative position in a health agency, or, in lieu of the grad- 
uate degree in public health, he shall have at least 5 years experience in a full 
time administrative position in a health agency. 

(c) In order to encourage active citizen participation in local health services, 
we recommend that the State law provide that each local health department 
establish a local health advisory committee of not less than seven members. 
Such committee shall have the responsibility of advising the local health officer 


on plans and services and shall represent both professional and lay interests 
in the community. 


IV. MEDICAL CARE PROGRAMS FOR SPECIAL GROUPS 


16. An expanded vocational rehabilitation program 


According to the State office of vocational rehabilitation, 90,000 persons in 
Michigan are believed to be in immediate need of vocational rehabilitation 
services. Of this number, not more than 13,000 will receive some kind of re- 
habilitation service during the current year. In doing only one-seventh of the 
job that needs to be done, the Michigan program has had to neglect virtually 
the entire mentally handicapped population, large areas of the chronically ill, 
the aged-handicapped, the homebound, and youth of school age. In fact, in this 
last category alone, school estimates indicate that some 26,000 young people 
aged 16 through 19 have physical or mental handicaps that require special serv- 
ices to enable them to become effective members of the labor force. Of this 
potential, the office of vocational rehabilitation will provide some service to only 
about 1,700 in the current year. 

(a) Available Federal moneys to implement State services have been un- 
claimed in rather sizable amounts in recent years, due to insufficient State 
appropriations that would draw these moneys according to the matching pro- 
visions of the Federal-State partnership. For instance, in the current year, 
Michigan's potential Federal allotment was $1,767,680, which could have been 
drawn by a State appropriation of $1,127,000. The actual State appropriation 
for the current year was $662,000, which drew Federal matching funds in the 
amount of $1,203,519. Thus, Federal funds in the amount of $564,161 were un- 
claimed. We recommend appropriation of the full $1,127,000 in State funds or 
such portion of this amount as will match the available Federal funds. 

(b) In order to provide the services necessary to rehabilitate the handicapped, 
we recommend the expansion of the State’s presently limited rehabilitation 
facilities by support of projects such as the proposed 32-bed multiple disability 
facility of the University of Michigan Medical Center. 

(c) We recommend strengthening the provisions of the State workmen’s 
compensation law for the rehabilitation of injured workmen. (See recommenda- 
tion No. 18.) 
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17. Crippled children 


Michigan has one of the leading crippled children’s programs in the United 
States. Various Michigan agencies have long been concerned about whether 
or not there is adequate legal authorization for all children to benefit from 
services under the present crippled children’s programs. Questions raised in- 
clude: Are all children who could benefit from services being cared for? Are 
funds now provided to the crippled children’s Commission adequate? Should 
payment for medical services be extended to care provided for in the offices of 
qualified, professional persons: and is the present method of approval by pro- 
bate courts for payment of care in the best interest of the child? 

(a) It is therefore, recommended that funds be made available to study all 
of the laws relating to the care of crippled children to ascertain their adequacy 
and need for revisions. 

(b) The maximum limitation on reimbursement of hospital costs ($19 per 
day) should be repeated so that payment would be made on full reimbursement 
costs as determined by the crippled children’s commission. 


18. Workmen's accidental compensation 


A. The State workmen’s compensation department has important and con- 
tinuing responsibilities for assuring adequate medical care to injured work- 
men.’ At the present time, the department does not have the staff to carry out 
these responsibilities. There should be a full-time medical director and a voca- 
tional counselor in the department to enable it to discharge its responsibilities 
for seeing to it that injured workmen receive adequate medical Care of the 
highest quality and appropriate rehabilitation. 

The extent to which supervision over medical care is exercised by the work- 
men’s compensation agency determines in large part the adequacy of the medical 
care given to injured workers. It is important that the workmen's compensation 
agency be given the necessary authority and medical staff to assure the quality 
of the medical treatment being given to the injured worker. The use of advisory 
medical committees and other professional groups to assist the workmen’s 
compensation agency in carrying out its responsibility for the medical and 
related aspects of the workmen’s compensation program is recommended by 
the American College of Surgeons and by the American Medical Associations 

B. Some steps have been taken by the State workmen’s compensation depart- 
ment, in cooperation with the State office of vocational rehabilitation and the 
State employment service, to restore injured workmen to gainful employment. 
The full potential of rehabilitation has not yet been realized. We recommend 
that the interested agencies develop their program so that every injured worker 
is given the maximum opportunity to achieve self-support through rehabilitation. 

C. There is no specific provision in the State law on rehabilitation. It is 
suggested that a provision be incorporated in the law to make it clear that 
the injured worker is entitled, as a matter of right, to any medical rehabilita- 
tion and vocational rehabilitation services necessary. To encourage the injured 
worker to undergo rehabilitation, additional benefits should be granted in the 
law to cover the maintenance, travel, occupational tools, and other retraining 
expenses during the period of rehabilitation. Seventeen States, including Ohio, 
Wisconsin, and New York, have a specifie provision on rehabilitation. 

Consideration should also be given to the establishment of rehabilitation cen- 
ters financed by the workmen’s compensation system, as is done in Rhode Island, 
Oregon, and Washingten. Such centers can help greatly to overcome the present 
time lag in the referral of injured workers for rehabilitation treatment and can 
give more effective treatment and followup in industrial injury cases. 

(d@) The present second-injury fund provision is limited to the loss of an arm, 
leg, eye, or other member of the body. It is suggested that a broad cot erage type 
of second-injury fund be considered to take care of the workers who may be 
physically handicapped because of such disabilities as heart disease, epilepsy, 
arthritis, polio, diabetes, and back injury. 

(e) Our study has indicated that benefits under the Michigan workmen's com- 
pensation law are in many respects inadequate in the light of standards pres- 
ently held by many other States. We recommend that every effort be made to 
improve the present pattern of benefits in the Michigan law. 


5 Total workmen’s compensation payments in Michigan in 1955 were estimated at $31 
million. For the same year for the Nation as a whole, medical payments represented about 
35 percent of all payments. 

* For the recommendations of the American Medical Association, see Medical Relations 
in Workmen’s Compensation, A.M.A., December 1955. 
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(f) Following National and State practice in other similar programs, the cost 
of State administration of the workmen’s compensation program should be met 
by levying an appropriate assessment to be paid by the insurance carriers and 
the self-insured. Such an assessment would put the States interest and respon- 
sibility in this program on a self-supporting basis, rather than requiring appro- 
priations each year from the general fund. 


19. Health and welfare of public assistance recipients 


Section 28 of the Social Welfare Act provides that the amount of old age 
assistance “shall be fixed with due regard to the condition of the individual and 
community and the circumstances in each case; but in no month shall the direct 
payment to the individual exceed $80 except that in the case of hospitalization or 
care in a convalescent home of any recipient of old-age assistance, the amount of 
assistance granted may bein an amount not to exceed $90 per month.” 

These maximums appear to be inconsistent with the provision in section 26 of 
the act which specifies that old-age assistance shall be given to any person who 
“has not sufficient income to provide a reasonable subsistence, compatible with 
decency and health, as determined by the county bureau, under the rules and 
regulations of the State bureau.” 

A number of States have eliminated the statutory maximums in their State 
old-age assistance law as, for example, New York, Rhode Island, North Dakota, 
Oregon, Pennsylvania, New Jersey, Massachusetts, Kansas, lowa, Idaho, Con- 
necticut, Colorado. 

(a) We do not find a sound basis for the $10 a month differential in the exist- 
ing law or the specific $80 or $90 maximums which were enacted in 1956. The 
cost of living has increased since that time and, hence, an increase in the maxi- 
mum is warranted on this ground alone. Although only a small proportion of 
old-age recipients do not receive the full amount they need (according to present 
budgetary standards), nevertheless, we consider it undesirable from the stand- 
point of the recipient’s health and welfare for this condition to continue to exist. 
For these reasons, we believe a more adequate and flexible approach would be to 
give the State social welfare commission administrative responsibility to set 
maximums in the light of all the changing factors affecting the program. 

(b) If it does not appear feasible at this time to eliminate the statutory maxi- 
mum for old-age assistance, then, as a first step, the existing maximum payment 
should be increased to a level which will enable adequate care to be given to 
persons requiring nursing or convalescent home care. 

(c) We believe that the legislation and appropriations authorized in 1957 for 
the direct payment of hospital costs for certain categories of public assistance 
recipients was an important forward step. We commend the State welfare com- 
mission and its staff for the prompt planning of this program which implemented 
the 1956 amendments to the Federal Social Security Act, and we also commend 
the legislature for promptly appropriating the State share to match the Federal 
funds authorized. 

We recognize that the 1957 State legislation is a step in improving medical 
care for public assistance recipients. There are other aspects of medical care, 
such as nursing care at home and physicians services in the hospital, home, 
and office which should be included in the program on a direct payment basis 
as soon as feasible. We urge that further study be given to this possibility. 

At the present time, Federal funds for direct payment of medical care costs 
are limited to a total of one-half of the sum of S86 per month for each adult 
recipient ($3 for each child) multiplied by the number on the rolls. Because 
the old-age assistance case load is declining in Michigan, the amount of Federal 
aid will also decline while, at the same time, it appears that the proportion of 
the remaining cases requiring medical care will increase. Hence, it is important 
that every effort be made by State officials to urge that the maximums in the 
Federal law be modified to reflect more realistically sharing one-half of the costs 
of comprehensive medical services to assistance recipients. 

(d) We recommend that the State dental society and the State department of 
social welfare continue their work on a plan for the payment of dental services 
for needy children receiving assistance under the aid to dependent children pro- 
gram. We believe the necessary funds to carry out this plan should be included 
in the budget so as to take full advantage of the Federal funds which are pres- 
ently available for this purpose. 

(e) Many older people are prevented from enjoying life—from active partici- 
pation in home and community living—because they cannot see, hear, chew their 
food properly or walk about without having painful feet and legs. Many of these 
difficulties could be solved if they were provided with proper glasses, hearing 





1474 THE AGED AND THE AGING IN THE UNITED STATES 


aids, expensive medications, dentures, proper shoes, and necessary medical care, 
Those people whose economic security is assured have little difficulty in obtaining 
these items, but there are large numbers who are living on small incomes and 
are unable to purchase these very necessary adjuncts to comfortable living. 
Many of these persons cannot qualify for old-age assistance and therefore, must 
obtain medical care from the county departments of social welfare. Whether 
such care is obtainable depends upon varying standards of each county depart- 
ment, in spite of the fact that the State contributes a minimum of 30 percent 
of the cost of such medical care (other than hospitalization). Therefore, it is 
recommended that the State law be amended to provide that the State social 
welfare commission have the power to establish minimum statewide standards 
for all assistance programs where the State contributes to the cost of such 
programs, 
20. Migrant workers 

Thousands of migrant agricultural workers come to Michigan every year, 
many accompanied by families which include large numbers of children. These 
migrant workers are necessary for our agricultural economy, and there is every 
indication that they will be needed in growing numbers. For many reasons, 
these families suffer from many health problems and nutritional deficiencies. It 
has not always been easy to reach these families to help them raise their health 
standards and to bring them the health services that would benefit them. In 
recent years, however, our State health department, and local health units, with 
the cooperation of growers and farm organizations and interested community 
groups, have been successful in improving health conditions among migrant 
families in some parts of the State. The time is appropriate, we believe, to look 
into the health conditions of these families and to plan necessary services in a 
practical and effective way. 

We, therefore, recommend: 

(a) One or two demonstration projects be set up in selected counties 
under the direction of local health departments to determine the kinds of 
health problems that migrant families have and to plan and develop basic 
health services for them. 

These projects would be carried out in cooperation with growers and with 
other official and voluntary agencies and, if possible, in areas where special 
educational projects for migrant families are being carried out. 

(6) Financing of the projects would come from the State health depart- 
ment, through an appropriation from the Michigan Legislature for this 
purpose. 

21. Postsanatorium care for patients 

Tuberculosis is Michigan’s leading communicable disease. Despite lifesaving 
gains, far too many Michigan men, women, and children have their lives en- 
dangered, interrupted, and handicapped by this disease. Most patients leaving 
Michigan’s 21 public-supported sanatoriums continue treatment at home. As 
a rule, 12 to 18 months of such carefully supervised treatment follows discharge 
from the hospital. This prolonged treatment is focused on prevention of relapse. 

In the past, as many as 3 of every 10 tuberculosis patients who were dis- 
charged from the hospital later returned, their disease again active. Besides 
the loss to the patient, his family, and community, relapse means the expensive 
course of isolation and treatment is repeated. Specialists treating tuberculosis 
are convinced that continuing medication and close observation for the patient 
after sanatorium discharge improves the patient’s chance to stay well, protecting 
the investment of many thousands of tax dollars already made in his treatment. 
To assure effective followup and supervision, State assistance is needed in financ- 
ing approved postsanatorium homecare. It is recommended that State financial 
assistance should be given to the counties in providing post sanatorium care for 
tuberculosis patients who are at home with the approval of the local health 
Officer. 

V. STRENGTHENING VOLUNTARY PROGRAMS 


22. Expanding our voluntary health insurance programs 


Voluntary health insurance has made remarkable strides in the past decade 
in Michigan. Enrollment in the nonprofit plans (Michigan Hospital Service 
and Michigan Medical Service) and in the private insurance plans includes over 
80 percent of the State’s population for some type of health insurance coverage. 
The most widely held type of protection is for hospital care, with protection 
for surgical care also very extensive but heid by a smaller proportion. Pro 
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tection against comprehensive care, including physicians’ services in the home 
and office, and diagnostic and laboratory services for ambulatory patients, while 
increasing in recent years, are held by only a small proportion of the population. 
The efforts of Michigan Blue Cross and Michigan Blue Shield to provide more 
comprehensive benefits are commendable. Other attempts to provide more com- 
plete protection are being undertaken and it is hoped that out of this experience 
more complete health insurance benefits will be made more widely available. 

Groups in the population which are least well protected are the rural popula- 
tion, particularly Michigan’s migrant workers, persons over 65 years of age, 
employees of small firms, and low-income groups. In addition, some public em- 
ployees are not yet covered under existing health insurance arrangements. 

In recognition of the fact that the segments of the population now uncovered 
constitute, in the main, high cost groups, we support and endorse the principle 
of communitywide rating for health costs which has been adhered to by the 
voluntary nonprotit plans, and urged continued adherence to this principle to 
encourage the widest possible participation in health insurance. 

Voluntary health insurance enables people to meet the burdensome costs of 
medical care and to have access to early diagnosis and necessary treatment. 
In the interests of preventing unnecessary disability and the consequences of 
untreated illness, as well as keeping tax expenditures for medical care from 
increasing, we believe in the widest possible participation in health insurance. 
A start in meeting this objective would be the inclusion of two groups among 
whom health insurance is not now widely prevalent—public employees and mi- 
grant workers. 

(a) A number of States and political subdivisions have arrangements under 
which the political unit, as an employer, contributes on behalf of the public em- 
ployee for protection under voluntary health insurance. New York State, 
Massachusetts, New York City, and Philadelphia have such programs. The 
executive branch of the Federal Government has recommended such a plan for 
Federal employees. Many private employers contribute toward the voluntary 
health insurance protection of employees and their families. 

We recommend that the State of Michigan, as an employer, contribute on be- 
half of its employees toward comprehensive medical care insurance. 

(b) Although some migratory agricultural workers and their families have 
health insurance coverage, the great majority do not. When these migratory 
workers or their families become ill, they become a responsibility of local welfare 
and health agencies. We believe that the employer of agricultural labor and 
the Michigan Blue CrossBlue Shield plans should work out a cooperative 
arrangement by which insurance coverage is provided for migratory workers 
and their families. The State and local health agencies should cooperate to the 
extent necessary to make such coverage administratively feasible. 

(c) We recommend that appropriate arrangements be established for periodic 
review of the experience of other States in the medical care field so that Michi- 
gan will continue to lead in the progressive improvement of medical care pro- 
grams for the entire population. Among such experience which should be 
studied is the California plan of hospital insurance for employees covered under 
that State’s temporary disability insurance program. 


23. Voluntary health agencies 


There are a number of voluntary health agencies providing important health 
services in some parts of the State. We especially urge increased financial 
support for the health agencies in the various local Community Chests. We 
urge these agencies to make every effort to develop services in those counties 
which do not have such services. 


PrRoGRAM GOALS, DIVISION OF TUBERCULOSIS AND ADULT HEALTH, MICHIGAN 
DEPARTMENT OF HEALTH 
PART 1—CASEFINDING 


I. 





TUBERCULOSIS 


1. Chest X-ray screening: The chest X-ray survey facilities* of the division 
shall continue to serve local health departments and unorganized counties within 
these policies : 


1State owned and operated equipment includes five mobile units (mobile combination 


unit, 70 mm./14 x 17), and one stationary combined unit 70 mm./14 x 17 (Retake Center, 
Old City Hall, Detroit). 
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(@) First priority will be given to those counties whose tuberculosis problem 
index * is in the upper and third quartile. 

(bv) The local survey sponsor(s) must be capable of providing the services 
associated with survey organization, promotion, and followup. 

Approximately 25 surveys will be completed in the period with a coverage of 
300,000 adults. 

2. Tuberculin testing: (a) It is intended that all local health departments 
and unorganized counties shall have some form of systematic tuberculin sereen- 
ing of their school-age children. For purpose of uniformity, it will be suggested 
that all departments will test grades 1,5, and 10. By the close of fiscal 1959-60, 
71 of the 8&8 counties will have established tuberculin surveys as part of their 
eontrol problem. A goal of 300,000 students tested is proposed for 1960-61 
(200,000 in 1959-60). 

(0) The applicability of the intradermal testing of your adults has been 
demonstrated in district 7, the copper country, Genesee County and Michigan 
colleges. The plan to expand this method to adults will limit the application 
to captive groups to insure complete followup. 

(c) There shall be continued demonstration of the use of nonmedical per- 
sonnel as tuberculin testing teams for mass surveys. The division’s tuberculin 
testing team will limit its services to the training of local teams. 

(d) The division will promote increased use of intradermal testing by the 
practicing physician, private clinic, and hospital. 

(e) Systematic tuberculin surveys in local health jurisdictions will provide 
data, useful to: 

(1) Determine the rate of infection within a selected sample, and from 
this provide an additional criterion for determining the status of tubercu- 
losis control in the area. 

(2) Tuberculin reactor rates with other morbidity data, will help identify 
areas or population segments which will require intensified casefinding, uti- 
lizing mass X-ray and field investigation. 

8. A constant goal in TB casefinding is to increase local activity in terms of 
of private physician referral, hospital admission X-ray, preemployment and 
periodic physical examinations in industry, preservice examination of welfare 
applicants, examinations of patients and staff in nursing homes and homes for 
the aged (reference to regulation). 

4. Efforts will be continued to achieve a closer working relationship with 
health agencies providing separate mass casefinding services, particularly in: 
Jackson, Ingham, Genesee, Kent, and Berrien Counties. The goal here is to 
promote maximum utilization of State-owned and operated casefinding facilities 
to supplement local resources to expand and refine local programs. 

5. The success of mass screening is largely dependent upon efficient and com- 
plete followup examination of all suspects and their contacts. Local health 
departments will be encouraged and assisted in expanding this phase of public 
health field nursing, supplemented by specially trained field investigators. One 
primary objective in mass surveys is to find new active cases of tuberculosis. 

6. The emphasis on selective X-raying adds further the need to develop new 
educational techniques to motivate voluntary participation by those segments of 
society where the tuberculosis problem is believed to be greater (slum areas, 
males over 45 years; young housewives). 

7. There shall be an increasing emphasis upon chest X-ray screening for non- 
tuberculous abnormalities, particularly pulmonary neoplasm and cardiovascular 
disease. The cancer and heart sections of this report have additional informa- 
tion on this goal. 

8. Dual reading of all State-sponsored survey X-rays will be established as an 
integral part of X-ray interpretation and reporting. This goal is in accord with 
the department policy on the control of the hazards of X-ray radiation through 
maximum utilization of single X-ray exposures. 


II. CHRONIC DISEASE 


1. Chest X-ray: (a@) Mass surveys: Mass survey X-rays and those originating 
in clinies and hospitals, are a primary means of detecting pulmonary neoplasm 


2 The tuberculosis problem index is based upon the following data for the years 1954-57; 
(a) population estimates: (b) newly reported active cases; (c) current active cases; (d) 
deaths. These are combined to make up an index ranging from the low of 24 (Roscommon 
County) to a high of 480 (Alger County). All but Chippewa County (third quartile) in 
the Upper Peninsula are in the top or fourth quartile ; Leelanau, Charlevoix, Arenac, Lake, 
Jackson, Wayne, and Monroe Counties are also in the fourth quartile. 
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in the asymptomatic stage, and abnormalities in the size and shape of the cardiac 
silhouette. The chest X-ray survey plan described earlier (I-1), will include a 
greater emphasis upon early detection of lung cancer and heart disease. A 
second major goal is to insure complete followup examination of these suspects 
comparable to that achieved in tuberculosis.’ 

(b) Dual reading: Additional evidence to support dual reading (item I-5), of 
this report, is found in the study quoted below : * * ; 

2, Combined surveys: Selective serologic testing and diabetes screening with 
chest X-ray: the combination of testing to detect chest pathology, syphilis ° 
and diabetes will be expanded to those health jurisdictions having the interest, 
local support, and capacity to do the complete job, particularly followup.° The 
goal is 4 surveys, 25,000 persons, annually. ; : 

3. Multiple screening :* The goal here is to have this type of mass screening, 
reestablished to the extent that 20,000 adults will be examined during fiscal 
1960-61. This will be carried out in a series of casefinding surveys working 
primarily with captive groups, but including a few communitywide surveys. 
Major emphasis will again be made on the need for adequate and accessible 
facilities for diagnosis and therapy in the followup phases of multiple screen- 
ing. This is important both in terms of acceptable medical practice and to pro- 
vide added measures of the validity and reliability of screening tests. 

4. Cervical screening: Four projects are proposed to be carried out annually, 
involving cytologic examination of specimens from 12,000 women. A commit- 
tee of pathologists who have participated in surveys cosponsored by the de- 
partment, have recommended that these be carried out as single demonstration 
projects; primarily in rural health jurisdictions; the minimum age remain at 
25 years: that the personal physician be encouraged to examine all accessible 
sites in the initial process; every survey shall be preceded by a comprehensive 
educational program for physican and laity. 

5. Sputum cytology: Through a special project with the Upper Peninsula 
Cytology Laboratory, Menominee, Mich., a study of lung cancer detection by 
X-ray and sputum cytology will be continued. It is intended to collect sputum 
specimens for cytologic examination from 3,000 suspect pulmonary neoplasm 
cases reported from statewide mass X-ray surveys, annually (1959-60 and 1960- 
67). The specimens will be collected in the followup phase of the initial screen- 
ing, either by the personal physician or local health department. 


$Charles R. Williams, M.D., James Lofstrom, M.D. “Lung Cancer Detected by Mass 
X-ray Survey’—The Journal of the Michigan State Medical Society, April 1959, pp. 568— 
571. 

The Michigan Department of Health sponsored this study of 464 patients suspected of 
having a lung cancer by the routine survey photofluorogram. These persons were from 
754, 475-secreening X-rays taken in Detroit. Wayne County, Highland Park, Hamtramck, 
Oakland County, Macomb County from 1955-58. Their conclusions are pertinent to the 
expansion of chest X-ray surveys: 

“1. Bronchogenie carcinoma in the curative stage can probably best be detected by 
routine survey of selected groups. 

“2. Delay in establishing diagnosis and in initiating treatment was observed in analysis 
of this survey * * *. It is unfortunate but true that considerable delays have also been 
observed in hospitals doing routine chest examinations. We believe a more diligent follow- 
up of tumor suspects would result if a specific individual in each health department, insti- 
tution, or industry conducting chest surveys would be responsible for maintaining records 


= ie “ag na subsequent efforts of the health department and/or private physician 
nvoived, 


‘3. We feel that these suggestions, if carried out, plus an increase in cooperation between 
public agencies and private physicians would result in the savir g of lives.” 
* Brodeur, Baker, Enterline—‘Abnormalities Seen on Chest Photofluorograms and Diag- 


nosable Heart Disease,” the American Journal of Roentgenology, Radium Therapy and 
Nuclear Medicine, vol. 78, No. 2, August 1957, report these conclusions : 

“On the average, cardiovascular abnormalities have been noted in one-half of 1 percent 
of these films (ranging from 0.1 to 1.0 percent) and, where followup has been done, these 
have produced between 1 and 2 confirmed cases of heart disease per 1,000 examinations, of 
which 60 to 80 percent were previously known. If all abnormalities of the heart and 
freat Vessels seen on the films were considered as indication for recall for followup, it is 
soennee _ chest photofluograms could detect 53 percent of the heart disease existing 
lor population. 


“With proper selection of reading criteria, chest photofluorography compares favorably 
with other screening devices for heart disease. " $ 

® The reservoir of untreated and inadequately treated syphilis remains high in the State— 
5 percent reactor rate; 35-45 percent requiring treatment. Diabetes ranks 6th in the 10 
leading causes of death in Michigan in 1957. 

®Combination surveys have been demonstrated in Dickinson-Iron 
inae, Montmorenecy, Gladwin, Arenac, and Saginaw ’ 

* Multiple screening is differe 
battery of standardized tests, 
tery ; in the combined surve 


Chippewa-Luce-Mack 
é Counties from 1955 to 1958. 

ntiated from combined surveys through the introduction of a 
with the operations evaluated on the basis of the tetal bat 
y, each test is usually evaluated independently. 
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Diabetes screening: In addition to screening in combination with other 
tina separate diabetes detection projects will be planned with local health 
departments and medical groups. The goal of 35,000 adults (including the 
number to be covered in combined surveys) is established for 1960-61. 

The Wilkerson-Heftman blood-sugar screening test, with the clinitron, will 
be used in these operations. 

The Diabetes Committee of the Michigan State Medical Society has endorsed 
public health-sponsored diabetes screening projects. (Report of committee. 
March 1959). 

7. Serologic survey testing: The scope of this testing needs to be extended 
to meet the explosive growth of population, largely by immigration to the in- 
dustrial areas of Detroit, Saginaw Bay, and the Benton Harbor-Muskegon 
regions. Cluster testing, already demonstrated, will be a major part of this 
expansion. Studies of relationship of mental illness and institutional care to 
venereal disease provide support to this emphasis. The importance of early 
casefinding, followup, diagnosis and treatment for syphilis is dramatized by 
these facts taken from the records of State mental hospitals: During the fiscal 
year 1957-58 of 5,689 admissions 0.90 percent were admissions with psychoses 
due to syphilis; of the total resident population of 21,911, 5.31 percent are resi- 
dents with psychoses due to syphilis. The cost to taxpayers of Michigan dur- 
ing fiscal 1957-58 to maintain 1,164 mental patients with psychoses due to 
syphilis in institutions was $1,933,113. 

8. Glaucoma screening: With the primary goal to educate the physicians and 
laity, demonstration projects will be continued in 1960-61. It is planned to 
screen 4,000 to 6,000 adults in a series of surveys. (Surveys proposed for 1959- 
60 will reach an estimated 1,500 to 2,000 adults). 


























III. CASEFINDING, GENERAL GOALS 









1. Screening tests are an essential device for early casefinding—to be under- 
taken in the physician’s office, hospitals, public and private clinics, or health 
centers, industrial health services and in schools.* Their contribution to pri- 
mary prevention, while less direct, can be measured in terms of the public re- 
sponse to health education activities involved in the organization and promotion 
of mass surveys. 

2. With the gradual progress toward tuberculosis maintenance control,’ em- 
phasizing full utilization of local casefinding facilities, State owned and oper- 
ated equipment will be used even more directly to examine those segments of 
the population where the incidence of tuberculosis and other chest pathology is 
known to be greatest, 30 to 40 years and over. It has been estimated that the 
State’s population will reach 7,926,000 by 1960.° Approximately 34 percent will 
be 40 years and over (2,725,000+ ) ; nearly 50 percent will be 30 years and over 

(3,950,000+-). The size of these age groups shows clearly that even full use of 
State and local X-ray (private and public) equipment, will not begin to meet 
the need. The output of the State X-ray operations averages 300,000 per year; all 
other facilities are probably reaching 1 million or less annually. 

Periodic health eXaminations: Infant and child health programs have 
clearly demonstrated the value of complete periodic health examinations in 
primary and secondary prevention of disease. Public health casefinding sur- 
veys, when full attention is given to services for followup in diagnosis and treat- 
ment, provide an important supplement to the thorough periodic physical exam- 
ination, which has these functional characteristics: Medical and personal his- 
tory ; physical examinations (testing), laboratory testing; and health counseling. 

4. Epidemiology in chronic disease: The value of epidemiological methods in 
the public health control of communicable diseases is well documented. The 

























8“Conclusions and Recommendations on Prevention of Chronic Illness” 
Chronic Illness : Chronic Illness Newsletter, vol. 7, April 1956. 

® Tuberculosis maintenance control: those basic tuberculosis control activities designed 
to hold or further reduce an area to a relatively low incidence rate. A low incidence area 
is an area in which the tuberculosis death rate, incidence rate (new active cases), and 
tuberculin reaction rate will be in the lowest statistical quartile for a period of more 
than 1 year. Such areas are then eligible for maintenance control activities. Basic main- 
tenance control activities in such areas include contact investigation, tuberculin testing 
in school children (and in adults when feasible), hospital admission X-rays, and those 
a activities performed by practicing physicians for examination of their own 
patients 


10 Thaden, J. F., “Population of Michigan by Counties, 1959, and Projections to 1970.” 
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applicability of these methods of investigation to chronic disease control has 
had limited demonstration (rheumatic fever, lung cancer). 

The local health department, through its health officer, nurses and sanitarians, 
needs to be reoriented to the fundamentals of epidemiology, and help to apply 
this knowledge and associated skills to such problems as pulmonary neoplasms, 
histoplasmosis, cardiovascular disease, diabetes glaucoma, etc. Demonstration 
projects are needed, with State support both in finances and personnel, to 
supplement this training. 

The repeated reference to the importance of followup diagnosis and full use 
of local facilities are used here to justify the objective, expand public health 
clinics (TB, VD, maternal and child health) to serve a broader spectrum of 
diseases. Grand Rapids-Kent County Health Department is now considering 
this approach for the expansion of their tuberculosis clinic to an adult health 
clinie for the medically and socially indigent: A basic goal in VD control is the 
improvement of followup of positive laboratory reports, particularly S.T.S. from 
private and hospital laboratories throughout the State.“ This improved mor- 
bidity reporting will insure greater accuracy and validity in the data used for 
a planning and evaluation. 

The Department has established a committee “ to study and propose a State 
santa health program, beginning with the Michigan Department of Health. 
In general, the employee health program will encompass activities related to 
primary and secondary prevention, emphasizing : 

(a) Health education to create individual understanding and responsi- 

bility toward health maintenance and protection (accident prevention, im- 

munization, personal habits). 

(b) Promote annual health examinations. 

(c) Conduct periodic screening surveys of employee groups presumptive 
identification of unrecognized disease or defect. 

(d@) Health counseling and referral. 


Part 2—CaRE, TREATMENT AND RESTORATION 
I. TUBERCULOSIS 


1. Hospitalization of all active cases will continue to be a major objective of 
Michigan's tuberculosis control program : 

(a) Through isolation, to protect the patient’s family and associates. 

(b) To achieve, for the patient and society, maximum benefit from early 
and comprehensive treatment. 

The importance of maintaining continuity of care in tuberculosis treatment 
places a premium upon activities which will strengthen the working relation- 
ship between the sanatorium, health department and personal physician ; in this 
form: 

(a) Regular visits to the hospitalized patient by the health department 
(health officer or nurse). 

(b) Through a system of reporting patient progress in the sanatorium to 
the health department and personal physician (as in Saginaw County). 

(c) Continue periodic regional conferences between sanatoria and health 
departments to deal with such matters as alcoholism, recalcitrancy and to 
provide for exchange of information on current practices in the light of 
new knowledge and technique. 

(ad) All health departments will be encouraged to include in their tuber- 
culosis control program, specialized medical consultation service through 
the sanatorium (as in the copper country), within the local department (as 
in Macomb) or through contractual relationships with a local specialist (as 
in Oakland). 

(e) The State Health Department will intensify its medical, nursing and 
social service consultation to local health departments, other community 
health agencies (in unorganized counties), and to sanatoria to achieve the 
goals listed in items (a) to (d), above. 


12 Henry Ford Hospital has agreed to these procedures on serologies performed in its 
laboratory—(a) Records search to determine diagnosis and treatment, reporting this dis- 
position to the local health department (or Michigan Department of Health in unorganized 
counties) ; (b) Where hospital records show no diagnosis or treatment, they will send 
name of patient and physician to the health department for followup. This plan will be 
‘discussed with the 250 acute general hospitals in the State by close of 1960-61. 

18 Committee consists of Mr. John Soet, John Cowan, M.D., G. A. Cummings, M.D. 
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3. The control of the recalcitrant tuberculosis patient “* must continue as a 
high priority goal in the tuberculosis control. The complex nature of disease 
centered recalcitrancy requires action through a combination of broader pro- 
fessional participation, and with adequate treatment facilities: 

(a) Greater use of medical social service and consultation with problem 
cases, and in group therapy. 

(b) Use of medical and allied specialities for individual cases (psy- 
chiatry, psychiatric-social service, psychological services, trained investiga- 
tors). 

(c) Improve and expand rehabilitation and patient services in sanatoria 
(health education, occupational and recreational therapy, vocational coun- 
seling, education and training). 

(d) Establish an adequate tuberculosis detention unit to serve the State.™ 

4. Medical audits: To be continued under the authority cited below, with 
these objectives: 

“1. The determination of whether patients reviewed are proper charges 
against State subsidy as determined by: (a) Is isolation necessary for the pro 
tection of family and community; (0) is isolation necessary for the protection 
of the patient? 

“2. Consideration of the general practices in tuberculosis hospitalization 
and treatment where general agreement can be reached that there is possibility 
for improvement.” 

The medical audit can be helpful in overall tuberculosis program evaluation 
particularly through the opportunity to conduct comparative study of current 
practices and procedures related to admission, treatment, and discharge. 

+. Both on the basis of current trends and program needs, State sanatorium 
service areas will be expanded, in some cases geographically (copper country) 
and in all instances, in the services rendered. There is particular need for 
expansion of out-patient clinic services, medical consultation, and participation 
in casefinding projects. 

6. With the designation of the Michigan Department of Health as the admin- 
istrative agency for the four State tuberculosis sanatoria (Jan. 1, 1960), an 
important goal in 1960-61 will be to have this operation integrated into the 
department’s total public health program. Integration will require additional 
professional and technical personnel to insure efficient and economical manage 
ment (hospital administrator, accountant, dietitian, and clerical). 

7. Home treatment of tuberculosis: * The general goal in this aspect of treat- 
ment is to-take full advantage of all accepted methods of treating this disease 
without removing the patient from his natural environment. It is expected that 
projects in Monroe and Macomb Counties (1959-60) will show that home care 
will obtain clinical results which are medically sound. Expansion of the plan 
to other areas of the State will be attempted to gain these objectives: 

(a) Effect a savings in tax funds expended for isolation, treatment, and 
care. 

(bv) Prevent severe environmental dislocation of the patient. 

(c) Provide a greater success in maintaining patients on proper therapy. 
This activity will also demand a close working relationship between the sana- 
torium, health department, welfare department, and personal physician. 


%4%“The Recalcitrant Tuberculosis Patient,” Michigan Department of Health, Division of 
Tuberculosis and Adult Health, Mar. 25, 1959: Three groups: “* * * (one) who is known 
to have tuberculosis in an active and communicable state but who refuses to conduct him- 
self so as to protect the community * * *:; (second) individual who is suspected of having 
tuberculosis but refuses to submit to proper evaluation; * * * the third group consists 
of patients whose disease is under control but who are not yet well, and who have been 
rendered more or less noninfectious by the drugs.” 

“Preliminary Plan for a Detention Unit at the Michigan State Sanatorium at Howell,” 
W. F. Fidler, M.D., director, Michigan State Sanatorium, Dec. 31, 1958. 

16 Sec. 3, P.A. 1927, as amended, states: “‘The reasonableness and propriety of all claims 
and accounts under this act shall be passed upon and determined by the said State com- 
missioner of health, subject to the appeal to the circuit court for the county of Ingham 
as to question of law.” Sec. 3a states: “Expenditures of public funds for the treatment 
or control of tuberculosis, or for the treatment, isolation or control of persons afflicted 
eee Paneranews, shall be considered expenditures for the protection of the public 
nealth By 

The Public Health Appropriation Act of 1957-58, gave the commissioner of health per- 
mission to use a portion of the item identified as subsidy for the care of tuberculosis for 
defraying the expenses of conducting medical audits (from Report on Medical Audits of 
Tuberculosis Sanatoria, Division of Tuberculosis and Adult Health, Mar. 24, 1959). 

7“ Design for a Program of Home Treatment of Tuberculosis,” Division of Tubercu- 
losis and Adult Health, October 1957. 


“Tuberculosis Home Care Cost Study” (Washtenaw and Monroe Counties), Division of 
Tuberculosis and Adult Health, fiscal 1956-57. 
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II. CHRONIC DISEASE—CANCER, CARDIOVASCULAR, DIABETES, SYPHILIS, NURSING 
HOMES 


1. Bedside nursing services to the homebound patient have been adequately 
demonstrated by private and public health agencies in Michigan. These ac- 
tivities have measured well when evaluated on the criteria of medical feasi- 
bility, and the social and economic benefits to family and community. 

It is intended to continue the cosponsorship of projects which will establish 
these local health department services as part of the generalized public health 
nursing program, particularly in rural health jurisdictions. A goal of three new 
projects annually will insure reasonable progress toward the long-range objective 
of organized community bedside nursing service in all health jurisdictions of 
Michigan. 

2. Home care programs,” encompassing a battery of health services to the 
long-term patient in his home, are within the administrative and service capacity 
of local health departments, particularly those in the metropolitan and indus- 
trial areas of the State. It is planned to cosponsor at least one such project 
annually. (Saginaw County project established in 1959.) 

The following jurisdictions will have priority for this effort, based upon such 
criteria as need, local facilities, and the potential for expanded service: Macomb, 
Oakland, Genesee, Ingham, Kalamazoo, Monroe, Wayne, St. Clair, Washtenaw, 
and Kent Counties. 

3. Public health goals associated with institutional care of the chronically 
ill: 

(a) Participate in planning the construction of chronic disease facilities, 
both statewide and locally. 

(0) Promote full utilization of existing facilities (tuberculosis sanatoria, 
ete.). 

(c) Provide health counseling and referral service to insure that patients 
who can benefit from institutional care will be brought to the attention of 
the proper authorities and/or agencies. 

(d) Through licensure and consultation to nursing homes and hospitals 
promote improved standards of care in these facilities. 

(e) Provide the community health leadership needed to establish the con- 
cept of progressive patient care. In this role, the health department will 
assist the hospital and nursing home in broadening their services to patients ; 
and will encourage and assist them in assuming broader community health 
functions. 

Dr. Haldeman, in public health reports, describes the concept of progressive 
patient as consisting of five elements: 

(a) Intensive care unit (for critically ill patients, regardless of diagnosis). 

(b) Intermediate care unit (for patients requiring a moderate amount of 
nursing care, not of an emergency nature). 

(c) Self-care unit (patients requiring only diagnostic or convalescent care 

ean be provided in hotel-type accommodations). 

(d@) Long-term care unit (patients requiring prolonged care). 

(e) Home care, extends hospital services into the home to assist the 
physician in the care of his patients. 

(f) Enlist the aid of hospitals and nursing homes in public health studies 
of chronic illness. 

(7) Promote, organize, and administer (where necessary) training pro- 
grams related to the prevention and control of chronie disease for hospital 
and nursing home personnel. 

(h) Establish a cooperative, and/or integrated working relationship with 
the State and local welfare departments in the care and treatment of the 
chronically ill indigents. Macomb and Eaton counties provide examples 
of this relationship. 

4. The demonstration of rehabilitation evaluation clinics will be continued with 
the goal established at two projects annually (approximately 300 patients). 
The patients will include both institutional and noninstitutional cases. The 
team of psychiatrist, internist, physiotherapist, and medical social worker will 
carry out the examinations to: 

% A Study of Selected Home Care Programs: Public Health Monograph 35, 1955: “Home 
care means organized programs having centralized responsibility for the administration 
and coordination of services to patients and providing at least the minimum of medical 
and nursing care, secial services, and essential drugs and supplies.” 


43350—60—pt. 6——_19 
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(a) Determine the extent of involvement, degree of disability, and fune 
tional limitation. 

(b) Assess the effect of disability on the physical and personality adjust- 
ment of the patient (and family and associates). 

(c) Suggest a prognosis based upon severity of the disability, the patient's 
‘apabilities and potentialities, and the quality and availability of resources 
to help in restoration. 

(d@) Determine the patient’s present and future special needs and needs 
of his family. 

(e) Recommendations relative to further treatment and followup. 

The importance of health counseling and health supervision is dramatically 
brought out in this process. Local health departments can play a vital part in 
these activities, and, on the whole, are equipped to help the personal physician 
in this capacity. 

These demonstrations will be limited to those health jurisdictions where there 
is above average “health consciousness, prevention-mindedness, and where the 
community is rehabilitation oriented.” 

5. The public health laboratory, both by direct service and as a catalyst, needs 
to expand its function in the common attack on chronic diseases. 

Laboratory services to the physician in diagnosis and case management of 
chronically ill patients are evident in the work with rheumatic fever, coronary 
artery disease, cholesterol metabolism, and diabetes. 

6. Consultation services required of the Michigan Department of Health, di- 
rectly related to treatment and care in chronic disease control are: Medical, nurs- 
ing, hospital and public health administration, social service, nutrition, health 
education, records management, and statistics. 


Part 3—REcorps, RESEARCH AND EDUCATION 
I. RECORDS 


1. Case register: There shall be continued refinement of the separate disease 
case registers (TB, VD, cancer) in order to more effectively attain these serv- 
ices * from a well-operated register : 

(a) Assist in program evaluation and administrative planning and con- 
trol of specific programs and services. 

(bv) Provide data for special and regular reports. 

(c) Assist in planning and improving services for the clientele registered. 

(d@) Provide a measure of prevalence. 

(e) To stimulate increased activity in casefinding, followup, and health 
counseling ; serve as an instrument for referral of cases. 

(f) Provide research data. 

(7) Provide data for community planning and for budgetary justification. 

2. It is intended to promote the development of local cancer registers to be 
based upon cooperative working relations between hospitals, health departments 
and practicing physicians. This will be carried out on the State level, through 
planning with the Michigan Cancer Coordinating Committee. A cancer case 
register has been started, with project aid, at the U. P. Cytology Clinic at 
Menominee. 

3. Efforts will continue to promote the development of a central rheumatic 
fever register. 

II. RESEARCH 


1. Our primary efforts shall be directed at the application of knowledge and 
skills gained from the great numbers of successful chronic disease research 
projects completed and reported. Examples related to this objective are found 
in projects in cervical screening. (Papanicolaou test), lung cancer detection, 
diabetes detection, and nutrition and patient care. 

2. To initiate the study of the epidemiology of cardiovascular disease, pro- 
posed for support from the National Institute of Health, and planned for the 
period 1960-61 through 1964-65. , 

3. To stimulate further demonstration and study involving epidemiological 
investigation of chronic diseases largely by disease entities (syphilis, diabetes, 
lung cancer, ete.). This may require consideration of developing a chronic 
disease epidemiology center, similar to that organized by the California State 
Health Department. 


»“Blements of a Chronic Disease Program for State and Local Health Departments,” 
ALPHA Dec. 15, 1958, pp. 52-55. 
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4, A broad research goal is proposed for the study of public health adminis- 
trative procedures and program methodology. A study of nursing home costs 
and accounting procedures conducted in the summer of 1959, is cited as one 
example of administrative study. Problems in personnel administration, per- 
formance budgeting, and communications are but a few items which are im- 
portant to the work of this division as well as the department as a whole. 

5. It is timely to suggest research studies of : 

(a) Diabetes and relationship to large babies, parents of large babies; 
diabetes detection through periodic screening of blood relatives, parents, and 
progeny. 

(b) Health induced absenteeism in industry; relationship of occupational 
environment to pathogenesis of chronic disease. 

(c) Health induced indigency. 

(ad) Histoplasmosis for differential diagnosis of chest diseases (Wash- 
tenaw, Monroe, and in other southern Michigan counties). 


Ill, EDUCATION 


1. The current issue of lung cancer and cigarette smoking is an excellent ex- 
ample of the need to organize and apply a carefully conceived public health 
education program to achieve the desired public response and change of habits. 

Similar opportunities and needs exist with the other disease entities—tuber- 
culosis, diabetes, syphilis, and cardiovascular diseases. 

2. In line with the department’s training program, the division will promote, 
organize, and administer related education and training activities to serve— 

(a) Public health personnel. 

(b) Medical, nursing, hospital administration students (externships). 

(c) Practicing physicians, nurses, technicians (cytology screeners, 
physiotherapists, O.T.’s, ete.). 

(d) Teachers (in practice and in training), particularly with subject mat- 
ter on sex education and venereal disease control. 

The Division is able to organize and administer activities for five externs each 
summer. 


Part 4—ADMINISTRATIVE GOALS 


1. Activate the plan for a State advisory committee on chronic disease. 
2. Through demonstration projects and joint activities, strengthen the rela- 
tionship with voluntary health agencies (cancer, heart, tuberculosis, diabetes). 

Attempt to establish public health projects which will bring these agencies to- 
gether in a common attack on chronic disease. 

This is the objective in the present plan for a coordinated health services 
program for the Upper Peninsula. The emphasis is upon health education and 
program development. 

3. Carry on periodic evaluations of local health department activities in tuber- 
culosis, chronic disease, and venereal disease. This is integrated with the eval- 
uation procedures of the division of local health administration. 

4. Assist local health departments in the preparation of a biennial chronic 
disease program plan, similar in design to our plan submitted to the U.S. 
Public Health Service. 

5. To gain legislative recognition of chronic disease as a public health problem 
through adequate appropriations to meet the basic public health goals. 

6. Promote broader coverage by prepaid medical care plans to include preven- 
tive medical and home care services. 

7. Assist nursing home operators in attaining adequate compensation for serv- 
ices rendered. This goal has specific reference to welfare payments. 

8. Encourage professional and technical schools to reappraise both the content 
and methodology of their course of study to more directly meet the growing prob- 
lem of chronic disease. 

There is need for greater stress on preventive medicine in the curricula of- 
fered in both undergraduate and postgraduate medical education. Such action 
will directly influence the pattern of medical service and interests of the long- 
term patient. 

9. Urge the inclusion of additional professional-technical personnel in the 
division of communicable disease, records and statistics in order to: 

(a) Provide exact and prompt information about the population charac- 
teristics of the subdivisions of Michigan. The intervening years between 
decennial U.S. census present a serious problem to program planning which 
is dependent upon accurate population data. 
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(b) Provide consultation services to divisions for program development 
and evaluation. 

10. Establish the services of a social-psychologist available to all divisions 
in the planning and design of research projects such as: 

(a) Cardiovascular disease project—to study the influence of stress. 

(b) A study of community action to develop or improve health facilities, 
to identify positive and negative forces in establishing and maintaining 
local health departments. 

(c) Design of survey procedures to measure such problems as nature and 
scope of certain chronic diseases in selected populations. 

11. Promote the full exploitation of the investments already made in child 
health by filling the gap of public health service to the age group 10 to 40. 


Part 5—OBSTACLES TO PROGRAM DEVELOPMENT 


1. Insufficient statistical service available to make maximum utilization of TB 
central register material. 

2. Inadequate funds to carry out the minimum needs, particuJarly in the 
special project aspects of tuberculosis, chronic disease and venereal disease. 

Minimum local needs are estimated at $200,000 annually, not including funds 
for central agency projects. 

3. Competitive nature of relationships with voluntary health agencies, certain 
professional groups, and in some cases, other State and local agencies. 

4. Personnel shortages, State and local, particularly in medicine, nursing and 
medical social service. 

5. A feeling of hopelessness still prevails the thinking of professional and lay 
people when discussing such problems as control of cardiovascular disease, lung 
cancer detection, and others. 

6. Many are so overwhelmed by the scope of the chronic disease problem that 
their only defense is to do nothing. 

7. A number of public health workers are fearful of accepting any new 
program. 

8. A great deal of time is being wasted “shadow boxing” with these views: 

(a) Public health should deal only with communicable disease. 

(6) Public health is not equipped to take on chronic disease. 

(c) Public health has no legal authority in this field. 

(d) Chronic disease programs will throw all other public health pro- 
grams out of balance. 


Yields from mass detection surveys 


| 
Type screening Suspect rate | Active cases 
per 1,000 | per 1,000 


1, Chest X-rays (1958): 
(a) Tuberculosis__ 
(b) Neoplasm sees ate | 13 
-) Car ec pathology cde wade gkcaton 19. 
‘hest pathology ; : ‘ koib hci a cietabaee 5.8 
2, Tuberculin testing: 
(a) Children =a - ~ - } 1. 
Adults ois 18.7 
od testing for sy] i ¢ bates ab gene 46.5 
] screening. ___ . az 54 
$s screening aigcadeat 11 | 
icoma screening. — _- ‘ : i 5 ee 9 20-40 | 





1 These are ‘‘active or probably active” cases based on the 70 mm. interpretations made by Michigan 
Department of Health (in southeast Michigan, Jan. 1956-June 1958, 0.78 new, active cases were diagnosed 
per 1,000 70 mm. screening chest films taken). 

2 A study in southeast Michigan by J. E. Lofstrom, M.D., identified 0.11 pulmonary neoplasms per 1,000 
70 mm. chest X-ray screening films. 

3 See footnote 5 ‘‘abnormalities seen on chest photofluorograms and diagnosable heart disease’’ in this 
program goals report. 

4 Not available. 

5 This rate was found in eastern Detroit schools early in 1959. 

6 Michigan blood testing surveys for 1958. 

7 Based on all Michigan Department of Health cervical screening projects 1954-58. 

§ Based on Michigan Department of Health Clinitron diabetes screening 1957-59. 

® These are estimates from various U.S. glaucoma screening projects reported by the U.S. Public Healt! 
Service on various screening projects, some of which were limited to persons 40 and over, and some of which 
included persons under 20. 
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GOALS FOR THE NURSING HOME LICENSURE PROGRAM 


1. Through a detailed examination of Michigan’s licensure law,’ and investi- 
gation of existing practices, the department will attempt to: 

(a) Clarify definitions of the facilities (sec. 2). 

(b) Reschedule issuance of licenses to enable the department to carry 
out the preliminary investigations required (sec. 4). 

(c) Consider the feasibility of extending coverage of the law to nursing 
homes and homes for the aged of less than four beds. 

(d@) Revise the criteria for determining the census of a home regarding 
status of relatives of the proprietor or manager. 

2. To bring Michigan nursing homes and homes for the aged to the acceptable 
level of patient care, through enforcement of the minimum standards established 
by law and administrative rules and regulations, June 1, 1962, being the pro- 
posed deadline for this achievement. 

3. To provide consultation and related field services directed at: 

(a) Creating greater public awareness, interest, and support of pro- 
grams aimed at upgrading quality of nursing homes and homes for the aged. 

(b) Establishing a systematic education and training program for the 
staffs of these homes, including the introduction of modern medical knowl- 
edge and techniques for the long-term patient (restorative medicine, allied 
rehabilitation service, ete.). 

(c) Assist in recruiting qualified personnel for administration and patient 
care in nursing homes and homes for the aged, on request. 

4. Assist in the interpretation of the role of the nursing home in the total com- 
plex of community health services to the medical and allied professions and to 
publie officials and civie leaders directly concerned with this program (boards 
of supervisors, welfare departments, medical societies, hospital groups, etc.). 
Promote demonstrations of a concept of progressive patient care including serv- 
ices and facilities offered by nursing homes and homes for the aged. 


RULES AND REGULATIONS FOR NURSING HOMES AND FOR THE AGED 


Approved by the State council of health, July 5, 1957, adopted July 29, 1957, and 
filed with the secretary of state under the authority provided in: Act 139, Pub- 
lic Acts of 1956, as amended: Act 197, Public Acts of 1952, as amended; Act 88, 
Public Acts of 1943, as amended 


PART I—ADMINISTRATION 


Al Application for license 


Application for licenses shall be made on forms provided by the Michigan 
Department of Health and shall be completed in full. 
A2 Issuance of license or permit 

A2.1 Upon receipt of an application as herein required, the State health com- 
missioner or his authorized representative shall review the application and shall 
cause any necessary investigation and inspection to be made. Based thereon, 
the State health commissioner shall either issue a full license or a provisional 
license Or a temporary unrenewable permit, or give the applicant or his author- 
ized agent a written notice of refusal to grant either a full license, or a pro- 
visional license or a temporary permit, stating the reasons for such refusal. 

A2.2. No full license shall be issued unless the State health commissioner 
finds or has certified to him that the applicant has complied with the provisions 
of Act 139, Public Acts 1956, and with these rules and regulations. 


A3 General 


A3.1 Licenses and permits shall not be transferable between operators, be- 
tween owners or from one location to another. 

A3.2. A home operator shall give written notice to the designated local health 
department or, where there is no such department, to the Michigan Department 


TS 


1 Act 139, P.A. 1956, as amended, by Act 46, P.A. 1957 (sec. 5): “An act to protect the 
public health and welfare of the people of the State while receiving care in nursing homes, 
or in homes for the aged: to define a nursing home; to define a home for the aged: and to 
provide for the licensing of nursing homes and homes for the aged for 4 or more people.” 
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of Health within 48 hours of any and all changes in information as submitted 
in the application for license. 

A3.3 The number of persons cared for by a nursing home or a home for the 
aged shall not exceed the number authorized by the license. 

A3.4. Dual purpose homes: Any home qualifying as both a nursing home and 
home for the aged shall be subject to the standards required for nursing homes 
for the authorized number of patients to be given nursing care. 

A3.5 The license or temporary permit shall be posted in a conspicuous public 
area of the home. No expired or revoked license or permit shall be posted. 

A3.6 Licenses and temporary permits shall remain the property of the Michi- 
gan Department of Health, to be returned upon expiration or revocation. 

A4 Revocation of license 


Whenever any home owner fails to meet all requirements of Act 189, Publie 
Acts 1956, and these rules and regulations, the State health commissioner shall 
issue a written notice to the homeowner stating the items of noncompliance and 
sball set a reasonable time limit for correction of the same. In the event of non- 
compliance within the specific time an order of revocation or suspension of 
license or permit may be issued. 

A5 Procedure in contested cases 

Any person deeming himself aggrieved by an order of the State health com- 
missioner may within 30 days following issuance of the order file a written re- 
quest with the State health commissioner for a hearing. 

A5.1 Requests for hearing shall be accompanied by a written statement 
setting forth the reasons and categorically affirming or denying each item of non- 
compliance listed in the order. However, nothing contained herein shall inter- 
fere with the State health commissioner in emergency situations involving the 
public health or welfare from making orders immediately effective, or taking ac- 
tion summarily or issuing such interim orders as he may deem necessary pend- 
ing final determination of any contested order. 

A6 Hearing procedure 

Hearings held hereunder shall be held at such time and place as the State 
health commissioner may designate. Notice of hearing, stating the date, time, 
place and issues involved, shall be mailed to or served personally upon the person 
requesting the hearing at least 15 days prior thereto. At said hearings, evidence 
and testimony shall be introduced and all interested parties shall be given a full 
opportunity to present evidence and to cross-examine witnesses. 

A? Decision and appeal 


Following the hearing on any contested order, a written decision shall be issued 
by the State health commissioner and served personally or by certified mail upon 
the contesting parties. 

Any person aggrieved by a final decision of the State health commissioner on 
a contested order may appeal within 30 days after personal service or mailing 
of said decision to the circuit court in the county where appellant resides or 
has principal place of business in Michigan or in the circuit court for the county 
of Ingham, as provided in Act 197, Public Acts 1952, as amended, being sections 
24.101 to 24.110 inclusive, of Compiled Laws of 1948. 


A8 Limitations on words “State approved” 


The use of words “State approved” or words having a similar meaning shall 
be prohibited unless the home is operated under a current license or permit. 


AY Prohibition of word “hospital” 


No nursing home or home for the aged licensed under this act shall by name 
or otherwise create the impression it is a hospital unless in fact it does meet 
the legal definition of a hospital. 


Al0 Advisory committee on nursing homes and homes for the aged 


A10.1 The State health commissioner shall appoint an advisory committee, 
to be known as the commissioner’s advisory committee on nursing homes and 
homes for the aged, which will advise him on the administration of the law 
and these rules and regulations. 

A10.2 The committee shall consist of 15 persons representing management of 
nursing homes, management of homes for the aged, local health departments, 
nurses, physicians, State government, county government, religious or fra- 
ternal organizations, and the public at large. 
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A10.21 Each member shall serve for a 3-year term except that his first ap- 
pointment may be for a 1, 2, or 38 year period. Five members appointed shall 
serve a term of 1 year; five other members for a term of 2 years; and the re- 
maining five members for a term of 3 years. 

A10.3 The functions of the homes advisory committee shall be: 

A10.3 To consider rules and regulations concerning nursing homes and 
homes for the aged and any proposed revisions thereof, and to advise the 
State health commissioner regarding the same; 

A10.32 To review all provisional licenses and temporary permits granted 
by the State health commissioner; and 

A10.33 To attend hearings held by the State health commissioner with 
reference to the suspension, revocation, or denial of licenses or permits. 

All Compliance with other laws, ordinances and regulations 

Al1.1 To qualify for a license, the homeowner shall comply with applicable 
local publie health ordinances and/or codes. 

A11.2 To qualify for a license, the homeowner shall comply with applicable 
State laws and rules and regulations. 

Al2 Delegation of inspections and investigations 

Alz.1 The State health commissioner may delegate the duties of inspection 
and investigation concerning patient care, sanitation and certification of plans 
to local health departments. 

Al2.2. When a local health department has been designated to perform the 
duties of inspection and investigation, a full license shall be issued upon certifi- 
cation by the local health officer that records on file in his office indicate that 
the law and all applicable rules and regulations have been complied with. 

A123 If in the opinion of the health officer of a designated local health de- 
partment a full license should not be issued, he shall provide the Michigan 
Department of Health with a written report on inspection findings and other 
pertinent information. This shall be reviewed, and if there is a difference of 
opinion between the State and local health departments the Michigan Depart- 
ment of Health shall arrange for a review conference, and the report of this 
conference shall be submitted to the State health commissioner, who shall 
decide upon the action. 

Ai2.4 The State health commissioner shall make evaluations of local pro- 
grams carried out under these rules and regulations as he shall deem 
necessary. 

PART 2—PATIENT CARE 
N1 Home management 

N1.1 The home administrator shall be emotionally stable, of good moral 
character, in good physical and mental health, and shall have a genuine interest 
in the welfare of ill or aged people. He shall be capable of directing and super- 
vising persons working in the home, and shall be free from any obligations such 
as family illness or business interests which may interfere with the operation of 
the home. 

N1.2 The home administrator and all persons in supervisory or other re 
sponsible positions shall be 21 years of age or older. 

N1.21 All persons employed to give nursing care to patients or residents 
shall be at least 16 years old. 

N1.5 When the home administrator leaves the premises, he shall delegate 
his responsibilities to a competent person who is at least 21 years old. Failure 
to make such delegation of responsibilities shall be grounds for immediate 
action to revoke the home operating license. 

N1.4 The homeowner shall be capable of providing continuous financial re- 
sponsibility for the home. 

N1.5 The occurrence of any communicable disease shall be reported im- 
mediately by telephone to the local health department, or to the Michigan 
Department of Health. 

N1.51 The occurrence of poisoning, food-borne disease, food-borne poisoning 
and/or diarrhea, where more than two people in the home are affected, shall be 
reported immediately by telephone to the local health department or to the 
Michigan Department of Health. 

N1.52 The home administrator shall furnish all available pertinent informa- 
tion related to such disease or poisoning occurrences as the local health depart- 
ment or the Michigan Department of Health may request. 
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N2 Personnel 

N2.1 The nursing care in nursing homes shall be supervised by a graduate 
nurse or a licensed practical nurse or a person whose qualifications and ex- 
perience have been reviewed by the State health commissioner and found suffi- 
cient to protect the health and welfare of the patients. 

N2.2 In nursing homes, the minimum staff engaged in the direct care, treat- 
ment, and supervision of patients shall include the following: 

N2.21 For the work period commonly termed the morning shift (aproximately 
7 a.m.3 p.m.), there shall be nursing personnel in the ratio of 1 for each 8 
patients or major fraction thereof ; 

N2.22 For the afternoon shift (approximately 3 p.m.—11 p.m.), there shall be 
nursing personnel in the ratio of 1 for each 12 patients or major fraction thereof; 

(2.23 For the night shift (approximately 11 p.m.-7 a.m.), there shall be nurs- 
ing personnel (on duty and fully dressed) in the ratio of 1 for each 15 patients 
or major fraction thereof; 

N2.24 In addition to the above minimums, there shall be additional nursing 
staff as necessary to care adequately for the needs of the patients. 

N2.3 In homes for the aged, the staff engaged in the supervision of residents 
Shall be of sufficient number to provide 24-hour service which will meet the 
needs of the residents. 

N2.4 In addition to the staff engaged in the direct care and treatment of 
the patients or residents, there shall be sufficient personnel to provide all other 
basic services, including administration, food service, housekeeping, laundry, and 
home maintenance. 

N2.5 No person shall be assigned to duty as a night attendant who has been 
on duty either in the home or at any other place of business during the preceding 
8 hours. 

N2.6 <All personnel shall be in good health and free from communicable 
disease. Proof of this shall be provided if requested by the designated local 
health department or, where there is no such department, by the Michigan De- 
partment of Health. 

N2.7 All personnel shall have a chest X-ray each year. 
N2.8 All personnel shall be provided and use storage space for their clothing. 


N3 Medical supervision 


N3.1 Each patient or resident admitted to a home shall be examined by a 
physician before or promptly after admission in order to safeguard against con- 
tagion and to insure needed medical care. 

N3.11 This examination shall include a chest X-ray. 

N3.2. Each patient in a nursing home shall be under the continuing super- 
vision of a licensed physician. 

N3.21 The operator of a home shall be responsible for arranging for the 
prompt provision of this and any other needed medical care. 

N3.22. Nursing homes shall require an admitting diagnosis and a treatment 
plan to be recorded promptly for each patient admitted. 

N3.25 All treatment shall be under the specific or standing written orders of 
a physician. 

N3.24 Any telephone orders from a physician shall be written and signed on 
the record by the person in charge, and countersigned by the physician at the 
time of his next visit. 

N3.38 Immediate investigation of the cause of accidents shall be instituted by 
the home operator and any corrective measures indicated shall be adopted. 

N3.4 All medicines, including individual prescriptions, shall be kept in a 
locked cabinet. 

N3.41 The key for this cabinet shall be carried by or accessible to only those 
persons authorized by the administration to handle and dispense prescriptions 
and medicines to individual patients. 

N3.5 First aid supplies for emergency care shall be maintained in a place 
known and readily available to all personnel responsible for the health and well- 
being of patients or residents. 

N3.6 In. case of sudden illness or accident, the management of the home shall 
immediately call a physician and notify the person or agency who placed the 
patient or resident in the home. 

N3.7 In ease of death, the physician of the patient or resident and the per- 


son or agency placing the patient or resident in the home shall be notified im- 
mediately. 
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N3.71 <A signed record of this notification, the name of the person notified, 
and the time the notification was made shall be recorded on the chart of the 
patient or resident. 

N3.8 No home shall accept for care any seriously mentally disturbed patient 
or resident. Any patient or resident who, after admission to a home, shows 
serious mental disturbance shall be removed from the home. 

N3.9 The exception authorized by section 9 of Act 189, 1956, shall not be in- 
terpreted to preclude the original and any subsequent medical examinations or 
tests as the designated local health department or, where there is no such de- 
partment, as the Michigan Department of Health may deem necessary in cases 
where there is suspicion of a communicable disease or any physical evidence 
thereof. 

N4 Patient and resident care 

N4+.1 The feelings, attitudes, sensibilities, and comfort of patients or resi- 
dents shall be fully respected and given meticulous attention at all times by all 
personnel. 

N4.11 Relatives and friends shall be allowed to visit patients or residents at 
reasonable hours and to be with the critically ill at any time, depending upon 
the judgment of the physician in charge. 

N4+4.12 Religious ministration as chosen by the patient or resident or his family 
shall be permitted. 

N+.2. Care for patients and residents shall include care of the skin, mouth 
and teeth, the hands and feet, the shampooing and grooming of the hair, and the 
prevention of pressure sores. 

N4.21 Hands and faces of patients shall be washed before breakfast, and 
hands shall be washed before other meals. Men patients shall be shaved at 
least twice weekly unless a written request to the contrary shall have been 
executed by the aforesaid patient. 

N4.22 The clothing and bedding of patients and residents who are not able to 
control their toilet functions shall be changed as often as necessary day and 
night. 

N4.3. Special treatments shall be given as prescribed by a physician. 

N4.4 Bed screens or curtains shall be used when bed covers are lowered or 
when there is any need for privacy for a patient. 

N4.5 Nursing home equipment. 

N4.51 The following equipment shall be provided: 

N4.511 Clinical thermometers. 

N4.512 A bedside stand with cupboard and drawer space for small personal 
articles and bedside nursing equipment for each patient. 

N4.513 <A sufficient supply of wash basins, mouth wash cups, emesis basins, 
bedpans and urinals to meet the needs of each patient and to be assigned in- 
dividually as required. 

N4.52 Care of equipment. 

N4.521 Bedpans and urinals shall be cared for in a prompt and sanitary 
manner. 

N4.522 No individual equipment of the type referred to above shall be trans- 
ferred from one patient to another without thorough sanitizing. 

N4.523 Commodes when used shall be kept clean and free from odor. 

N4.6 There shall be provided for each patient or resident an individual stand- 
ard bed with comfortable springs in good condition, a clean mattress not less than 
5 inches thick (4 inches if of foam rubber construction), reading light, and 
comfortable chair. 

N4.61 Cots and rollway beds shall not be used. 

N4.62 beds shall not be placed in corridors, halls, landings, in rooms used as 
runways, in living rooms, day rooms, recreation rooms, dining rooms, kitchens, 
attics or in basements. 

N4.7 All residents and patients shall be supplied with suitable clean linen and 
clothing. 

N4.71 Clothing of residents and patients shall be marked, laundered, ironed, 
and mended. 

N4.72 Clean individual towels and washcloths shall be provided on towel 
racks, and shall -be changed at least twice per week, and more often if they be- 
come soiled. 

N4.73 Clean bed linens, including sheets and pillowcases, shall be provided and 
changed as necessary, but at least twice weekly for bed patients, and at least 
weekly for all residents and ambulatory patients. 
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There shall be a bed spread on each bed. 
All bedding shall be washable, in good condition, and clean. 
Rooms shall be thoroughly cleaned and bed linen changed following the 
rge of each patient or resident. 


N49 All homes shall make provision for the laundering of linens and other 
washable goods. 


4 Each bed shall be made daily with two sheets. 
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NS Food service 

N5.1 Three balanced meals shall be served daily. 

N5.2 Therapeutic or special diets shall be provided upon the prescription of 
a physician. 

N5.3 Supplementary and/or special nourishment shall be available as pre 
scribed by a physican. 

N5.4 Menus shall be posted for at least 1 week in advance. 

N5.5 Meals shall be prepared and served in an appetizing and sanitary 
manner. 

N5.6 Table service shall be available for those able to get out of bed. 

N6 Records 

The following records shall be kept and shall be readily available to the State 
health commissioner or his authorized representative : 

N6.1 Individual patient or resident record. 

N6.11 Each home shall maintain a chart for each patient or resident which 
shall contain: 

N6.111 The record of the admission or preadmission physical examination. 

N6.112 Anadmission diagnosis and any changes therein. 

N6.113 <A plan of treatment. 

N6.114 Physician’s orders. 

N6.12 The patient charts in nursing homes shall contain in addition to the 
above: 

N6.121 At least quarterly physician’s notes, 

N6.122 Nursing notes, at least frequently enough to record all significant 
happenings including: 

N6.1221 All pertinent data concerning the patient’s condition and changes 
therein. 

N6.1222 Assigned record of all medications given. 

N6. 1223 Notations concerning the condition of patient's s skin. 

N6.2. Register of patients and/or residents. Each home operator shall main- 
tain a current register of patients or residents which shall include the following 
data: 

N6.21 Patient’s or resident’s name. 

N6.22 Patient’s or resident’s date of birth. 

N6.23 Patient’s or resident’s last address. 

N6.24 Date of admission. 

N6.25 Admitting diagnosis. 

N6.26 Religion and pastor. 

N6.27 Name, address, and telephone number of next of kin of the patient or 
resident, or legal guardian or person or agency responsible for his admission 
and/or care. 

N6.28 Name, address, and telephone number of patient’s or resident’s 
physician. 

N6.29 Date and cause of discharge or death. 

N6.3. Employee records. <A record shall be maintained for each employee and 
shall include: 

N6.31 Name, current address, and phone number of employee. 

N6.32 Social security number. 

N6.33 Date of birth. 

N6.34 Date of employment. 

N6.35 Experience and education. 

N6.36 References (name and address of at least three). 

N6.37 Position in the home. 

N6.38 Results of annual chest X-rays. 

N6.39 Date of discharge or resignation. 

N6.310 Reason for discharge or resignation. 

N6.4 Employee time. 

N6.41 Daily work schedules of employees shall be kept in writing, showing 
the personnel on duty at any given time for the previous 3-month period. 
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N6.5 Food and supplies. 

N6.51 <A record shall be kept which will show food served to patients or resi- 
dents for the preceding 3-month period. 

N6.52 Records of food or other supply purchases shall be kept for the preced- 
ing 3-month period. 

N6.6 Accident record. A record shall be kept of all accidents and shall in- 
clude the following information: 

N6.61 Cause of accident. 

N6.62 Injury resulting from accident. 

N6.63 Time of the accident. 

N6.64 Time of notification of a physician. 

N6.65 Physician’s statement or other statement regarding the extent of the 
injuries and treatment given. 

N6.7 An immediate report of any fire occurring in the home should be made 
to the local fire department and to the State fire marshal. 


PART 3—THE PHYSICAL ENVIRONMENT 
El Physical plant 

E1.1 A simple floor plan and description of rooms showing size, use, door loca- 
tions, window area and number of beds shall be on file in the home and with the 
designated local health department or, where there is no such department, with 
the Michigan Department of Health. 

E1.2 Plans and specifications for new buildings, additions, major building 
changes, or conversion of existing facilities to use as nursing homes or homes 
for the aged shall be submitted to the designated local health department or, 
where there is no such department, to the Michigan Department of Health for 
review to assure compliance with the law and these rules and regulations. 

£1.21 Plans and specifications meeting the requirements shall be so certified 
by the designated local health department or, where there is no such department, 
by the Michigan Department of Health. 

£1.22 Construction or conversion shall not begin until the plans and specifica- 
tions have been certified as directed in paragraph E1.21. 

E1.3 The building shall be located in an area reasonably free from hazards 
to the health and safety of occupants. 

E14 Exterior construction. 

£1.41 The building shall be of safe construction and shall be free from 
hazards. 

£1.42 Outside steps and porches shall be adequately lighted and provided 
with handrails. 

E1.5 Interior construction. 

E1.51 Nursing homes and homes for the aged shall comply with all applicable 
provisions of the housing law of Michigan, and local zoning and housing ordi- 
nances and regulations. 

E1.52 Walls, ceilings, and floors of all rooms shall be suitably decorated and 
satisfactorily finished or covered for their intended use. 

E£1.521 Walls or kitchens, bathrooms, toilet rooms, and utility rooms and wall 
area around any lavatory shall have smooth, water resistant finishes to a level 
above the splash or spray line. 

E1.522 Floors of kitchens, bathrooms, toilet rooms, and utility rooms shall 
have smooth, waterproof, wear-resistant surfaces. 

E1.53 Stairways shall have handrails and suitable treads, and shall be pro- 
vided with adequate lighting facilities. 

E1.531 All steps in any stairway shall be uniform in tread width and height 
of riser. Any deviation in steps shall be corrected or clearly marked to guard 
against accidents. 

E1.54 All rooms shall be provided with adequate ventilation, using either 
forced ventilation or a window on an outside wall. 

E1.55 All rooms and passageways shall be provided with adequate lighting 
facilities. In new or remodeled construction there shall be at least two duplex 
receptacles in each patient or resident room and at least one such receptacle near 
the head of each bed. 

E1.56 The basement shall be of such construction that it can be kept dry. 

E1.57 Each room used for living, sleeping, food preparation or serving; and 
toilet rooms and bathrooms shall have a ceiling at least 7% feet from the floor 
except as hereinafter provided. 
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E1571 Floor area under any part of a drop or slant ceiling which is less 
than 614 feet from the floor shall not be used in computing the maximum number 
of beds allowed in any sleeping room. 

BE1.572 Beds and working space around the beds shall not be directly under 
any part of a drop or slant ceiling which is less than 614 feet from the floor. 

£1.58 Each room used for living, sleeping, food preparation or serving shall 
have a minimum total window glass area on outside walls equal to 10 percent 
of the floor area of the room, with 45 percent of that minimum glass area capable 
of being opened. 

E1.59 Floorspace. 

BH1.591 Each home licensed prior to January 1, 1952, and continually licensed 
thereafter shall provide a bed area of at least 50 square feet of floorspace for 
each patient or resident. 

£1.592 Each home licensed after January 1, 1952, and continually licensed 
until the effective date of these rules and regulations shall provide a bed area 
of at least 60 square feet of floorspace for each patient or resident. 

£1.5938 Each home licensed before the effective date of these rules and regu- 
lations and remaining continually licensed by the same owner shall by January 
1, 1962, provide a minimum of 60 square feet of floorspace for each patient or 
resident for the bed, bedside table and chair; plus at least 15 square feet of 
additional floorspace per patient or resident. This additional floorspace shall 
be determined by including only the day care or dining room, halls of 8 feet or 
more in width, and floorspace in sleeping rooms other than the required 60 
square feet per patient or resident. 

E1.594 Owners not previously licensed or owners not continuously operating 
a home since the effective date of these rules and regulations shall meet the 
standard in paragraph E1.593 before commencing or recommencing operation. 

E1595 <All new construction, areas to be remodeled to increase bed capacity, 
or buildings to be converted for use as nursing homes or homes for the aged 
shall provide a minimum amount of 70 square feet of bed area for each patient 
or resident. 

B1.596 Each single room for patients or residents shall have at least SO square 
feet of floorspace. 

There shall be at least 3 feet between beds. 
Interior layout. 
All rooms shall open to corridors, lobbies, or to dayrooms, except where 
a utility room, toilet room, bathroom, or storage room opens directly oif the room 
or rooms which it serves. 

E1.611 All doorways shall be placed so that traffic to and from any room 
shall not be through sleeping rooms, kitchens, bathrooms, or toilet rooms. 

11.612 All doorways in new construction shall be not less than 44 inches in 
width. 

£1.62 A dining area shall be provided in all homes for the aged. 

£1.621 Tables or individual, freestanding trays of table height shall be pro- 
vided for patients or residents who are able to be out of bed to eat, but do not 
go toa dining room. 

£1.63 One or more single rooms shall be available for the critically ill, the 
dying. or patients needing isolation. 

£1.64 Dayroom facilities with sufficient area for recreation, visiting, occu- 
pational therapy, and similar purposes shall be available at all times for the 
ambulatory and semiambulatory patients or residents and for visitors. 

£1.65 If the management and staff or any members of their families live on 
the premises, separate living and sleeping quarters, and toilet and bathing fa- 
cilities shall be provided for them. 

E1.651 Any children of the management or staff under 14 years of age who 
stay within the home at any time shall have living and sleeping quarters, and 
dining, toilet, and bathing facilities provided for them which are separate from 
those of the patients or residents. 

£1.66 Basements and cellars shall be used only for storage, laundry, housing 
of heating and water supply equipment, or office space, except as specifically 
approved in writing by the designated local health department, or where there 
is no such department, by the Michigan Department of Health. 

E1.67 No part of any building shall be used for any purpose which might 
interfere with the care and well-being of the patients or residents. 

E1.68 Wardrobe and storage space for each patient or resident shall be avail- 
able in or near his room for daily-use clothing and personal effects. 

E1.681 Suitable storage space for other clothing and belongings allowed in 
the home must be provided in a dry, protected area. 
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E2 Fixed equipment 
E2.1 Heating equipment. 


E2.11 Each home shall provide a safe and adequate central source of heat. 
BH2.12 Each room shall contain a permanent heating fixture. 

12.2 Water supply system. 

799 


12.21 A public water supply shall be used if available on any street, alley, 


or easement within the extended property lines of the lot on which the building 
is located. 

E2.22 The location and construction of any well, and the operation of the 
system, shall comply with the “Michigan Department of Health Regulations 
Providing Minimum Standards for the Location and Construction of Certain 
Water Supplies in the State of Michigan.” 

22.23 Nursing homes and homes for the aged shall comply with the technical 
provisions of the State plumbing code. 

E2.24 There shall be no physical cross connection between water systems that 


are safe for human use and those that are or may at any time become unsafe 
for human use. 

E2.3. Sewage disposal system. 

E2.31 All liquid wastes shall be discharged into a public sanitary or com- 
bined sewage system whenever such system shall be available in any street, 
alley or easement within the extended property lines of the lot on which the 
building is located. 

E2.32 When a private sewage disposal system is necessary, the type, size, 
construction, and major repairs or alterations shall be approved by the desig- 
nated local health department or, where there is no such department, by the 
Michigan Department of Health. 

£2.33 There shall be no exposed sewerlines directly above any working, stor- 
age or eating surfaces in the kitchen, dining room or food storage area. 

E2.4 Sanitary facilities. 

E2.41 Modern toilets, with running water under constant pressure, shall be 
provided in all homes as follows: 

E2.411 A minimum of one toilet on each floor used by patients or residents. 

E2.412 One toilet on each floor for each seven or major fraction thereof 
ambulatory persons, including patients or residents and management and staff 
working on that floor. (Management and staff may be excluded from this 
ratio if separate facilities are provided. ) 

E2.42 Lavatories shall be provided in all homes as follows: 

E2.421 A minimum of one lavatory on each patient or resident floor. 

E2.422 One lavatory on each floor for each seven or major fraction thereof 
ambulatory persons, including patients or residents, and management and staff 
working on that floor. 

E2.48 Bathing facilities shall be provided in all homes as follows: (A bathing 
facility is a bathtub or a tub and shower.) 

F2.48 A minimum of one facility in each home. 

Eh2.432 One facility on each floor where there are from 7 to 20 patients or 
residents residing on that floor. 

E2.4383 One facility on each floor for each additional 20 (or major fraction 
thereof) patients or residents on that floor. 

E2.44 Showers and bathtubs shall be equipped with grab bars or rails, 
securely fastened in place. 

£2.45 Toilet rooms shall be well lighted and have adequate ventilation, using 
either forced ventilation or a window on an outside wall. 

£2.46 Toilet rooms shall be enclosed by permanent partitions. 

E2.461 Use of rooms having toilet facilities shall be restricted to purposes 
customarily designated to such rooms. 

E2.47 Nursing homes shall have approved equipment and fixtures specifically 
designed for emptying, cleaning, and disinfecting bedpans, urinals, and similar 
articles. 

E2.48 Handwashing facilities shall be convenient to each food preparation 
and/or serving area and to each toilet. 

E2.49 All lavatory, handwashing and bathing facilities which are herein 
required shall have hot and cold running water under adequate pressure and 
shall use tempered hot water or have a mixer-type faucet. 


E3 Garbage and refuse 


E3.1 The collection, storage, and disposal of all garbage and refuse shall be 
done in a manner which will not permit the transmission of a communicable 
disease, create a nuisance, or provide a breeding place for flies or rodents. 
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E3.2 Containers for garbage and refuse shall be watertight, rodentproof, and 
have tight-fitting covers to prevent the entrance of insects. 

3.3 Garbage and refuse containers shall be emptied at frequent intervals 
and thoroughly cleansed and aired before being used again. 

E3.4 Facilities shall be provided for the disposal of dressings, bandages, and 
similar materials, either by incineration or in some other manner approved by 
the designated local health department or, where there is no such department, 
by the Michigan Department of Health. 








E4 Insect and rodent control 

E4.1 The entire building and grounds shall be kept free from vermin, insects, 
and rodents at all times. 

E4.11 All breeding places for insects and rodents shall be eliminated from 
the premises. 

E4.2 Safety precautions shall be observed in all rodent and insect control 
programs. 

E4.3. Whenever insects are prevalent, all used openings to the outside shall 
be screened with wire screen or its equivalent, having not less than 16 meshes 
per lineal inch. 

4.4 All openings where rats or mice may gain entrance to the building shall 
be screened or safely guarded to prevent entrance of such rodents. 











E5 General maintenance 


E5.1 The entire building and grounds shall be kept clean, free from refuse, 
filth, and unpleasant odors at all times. 

5.2 All floors, walls, and ceilings shall be kept clean and in good repair at 
all times. 

5.3 All hallways, corridors, stairways, and landings shall be unobstructed 
and shall be adequately lighted at all times. 

E5.4 All parts of the building shall be maintained in good repair and the 
entire building and grounds shall be kept free from hazards at all times. 

BE5.5 All rooms shall be kept dry, well lighted, and well ventilated. 

5.6 Soap and clean, single-use linen or paper towels shall be available at 
all times for use by employees and visitors. 

E5.61 Use of the common towel is prohibited. 

E5.7 Floor waxes or polishes shall be of nonskid type. 

E5.8 During the heating season, there shall be maintained in all rooms used to 
house patients or residents a regular, even daytime temperature of at least 
75° F. measured at a level of 3 feet above the floor. 

E5.9 Battery-powered emergency lighting shall be available at all times for 
use in event of an electrical failure. 


E6 Food and drink sanitation 

E6.1 Food sources. 

E6.11 All food and drink shall be safe for human consumption—clean, whole- 
some, and free from spoilage. 

E6.12 Only commercially pasteurized milk and milk products shall be used. 

£6.13 All ice used in contact with food or drink shall be uncontaminated and 
shall be clear, manufactured ice made from water from a source approved by 
the designated local health department or, where there is no such department, 
by the Michigan Department of Health. 

E6.2 Food handling. 

E6.21 Food and drink shall be prepared and served in a sanitary manner. 

E6.211 Ice shall be handled in such a manner as to prevent contamination. 

E6.22 Soap and individual towels shall be available in all kitchens, including 
diet kitchens, and in washrooms used by food handlers. 

E6.23 Food returned from patients’ trays or plates shall be considered con- 
taminated and shall not be re-served. 

£6.24 All employees shall wear clean outer garments and shall keep their 
hands clean when handling food, drink, utensils, or food-preparation equipment. 

E6.25 Individual drinking cups or angle-jet fountains for obtaining drinking 
water shall be provided. 

E6.251 The use of the common drinking cup is prohibited. 

E6.26 Pets shall not be permitted in food storage, serving, or preparation 
areas. 
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E6.27 Children under 14 shall not be permitted in food storage, serving, or: 
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E6.38 Food equipment. 

£6.31 Trays shall be kept clean and in good condition. All eating, drinking, 
and cooking utensils shall be free from chips and cracks. 

£6.32 Floors and walls of food service areas, all equipment, and work surfaces 
shall be kept clean and in good condition. 

E6.4 Dishwashing. 

E6.41 All eating, drinking, and cooking utensils shall be thoroughly cleaned 
between uses by (a) use of an approved type, properly installed and maintained 
mechanical dishwasher; or (0b) a three-compartment sink, with a detergent 
wash, followed by a clear water rinse, and then the prescribed use of a chemical 
disinfectant: or (c) a two-compartment sink, with a detergent wash, followed 
by at least 2 minutes immersion in clean water maintained at a temperature of 
at least 170° F. throughout the process. 

£6.42 Drying dishes with towels or cloths of any kind shall be prohibited. 

E6.5 Food storage and refrigeration. 

E6.5 Storerooms shall be kept clean. 

E6.511 Stored foods shall be protected from excessive dust, flies, rodents, 
vermin, unnecessary handling, droplet infection, overhead leakage, and any other 
source of contamination. 

£6.52 Refrigeration shall be provided which maintains a temperature of not 
more than 40° F. 

£6.53 <A reliable thermometer shall be installed and maintained in each 
refrigerator. 

£6.54 Prepared foods stored in the refrigerator shall be kept covered, and the 
refrigerator shall be kept clean at all times. 

E6.55 All ice containers shall be kept clean. 


Progress report on number of nursing homes and homes for the aged given 1959 
full, provisional, or temporary licenses under Act No. 139, Public Acts of 1956 


TABLE 1 


Total homes | Total beds 


. 30, 1959_- 
y 31, 1959 
31, 1959 


15, 756 
15, 368 
15, 089 
NURSING HOMES 


Full licenses | Provisional Temporary | Pending 
} Total | Total | | licenses permits licenses 
homes | beds 


Homes| Beds | Homes| Beds Homes | Beds | Homes| Beds 


Sept. 30, 1959... _. 3, 344 | 10,710 68 1, 388 37 75 7 401 
May 31, 1959 : 212, 306 9, 745 59 1, 002 . » 229 


Mar. 31, 1959__- 312, 236 | 7,782 36; 576} 
| 


HOMES FOR THE AGED 


Sept. 30, 1959__- 106 | 2,383 | 81 2, 0: ‘ 208 
May 31, 1959 ; 109 | 2,554 72 » 455 3 | 199 


Mar, 31, 1959. | 109} 2,503 60 ,310 | | 110] 


| ' 


1,850 of these are homes-for-the-aged beds. 
? 1,802 of these are homes-for-the-aged beds. 
1,731 of these are homes-for-the aged beds. 


NoTEe.—Changes in homes, May through September 1959: 
New facilities opened 
Facilities closed _-- 
Homes for the aged changed to nursing homes 
Facilities changed ownership---. 
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Progress report on number of nursing homes and homes for the aged given 1959 
full, provisional, or temporary licenses under Act No. 139, Public Acts of 1956 ~ 
Continued 

TABLE 2 


Licensed homes | Licenses 
pending, 
total homes 
Total homes Total beds 


Sept. 30, 1957___- PES 32 5 Leis nk 574 13, 429 
Oct. 31, piiabie Sane ‘ 565 13, 490 
Sept. 30, 1959__ . ‘ 1 550 15, 270 


NURSING HOMES 


Provisional Temporary Pend- 
Licensed homes! Full licenses licenses permits ing 
licenses 


Total | Homes} Beds | Homes; Beds mes! Beds | Homes 
beds 


Sept. 30, 1957 Peabo 11, 741 337 | 9,369 | 120 | 2,358 | 
Oct. 31, 1958... , 335 337 9, 182 | 51 | 583 


Sept. 30, 195 i 449 | 12,973 344 | 10,710 | 68 | 1,388 


HOMES FOR THE AGED 
: 3 | ) : 
Sept. 30, 1957 as 116 | 1,688 | »317 | 30] 349 | ; 22 
Oct. 31, 1958 . ; 109 | 2,155 | , 728 | 10] = 156 271 


Sept. 30, 1959 Seca 101 | 2,297 § 2, 025 | 13 208 | 64 


' 


1 As of Sept. 30, 1959, taking into account the homes with pending licenses, there are 572 homes with a 
total bed capacity of 15,756. 


“< 


Note.—Since the inception of the nursing home licensure program in 1956, 125 homes have closed, changed 
t 


their location or reduced their bed capacity to three or less beds. 


EDUCATION AND TRAINING PLAN FOR NURSING HOME PERSONNEL 
Part I—BACKGROUND 
A. INTRODUCTION 


One important measure of the success of nursing home programs and services 
is in the performance of the professional and technical personnel providing 
patient care and the allied services. The quality of these services is directly 
related to the education, training and experience of these workers. 

The following four subjects provide the basis for the proposals on education 
and training contained in this report: 

1. The general public must be made aware of the successes as well as prob- 
lems experienced in the care of the long-term patient so that, together, we can 
progress even further in changing the attitudes of hopelessness toward long- 
term illnesses to one of hope for the individual, his family and community. 

2. Many people presently engaged in nursing home programs, because of the 
relative newness of the field to everyone, have little more than a speaking ac- 
quaintance with the complexities of institutional administration, patient care, 
and an understanding of their role in the broad community health program. 

3. Technical and professional schools (undergraduate and graduate) should 
reappraise both the content and methodology of their courses of study to more 
directly serve the needs and demands from the nursing home field. 

4. Continuous and systematic in-service training must be integrated into the 
program and work schedule of individual nursing homes. 


B. THE NURSING HOME PROGRAM 


1. Patients in nursing homes: (a) The national health survey has reported the 
first general estimates of chronic illness and disability in the population: Of 
those not now institutionalized, there are about 1,800,000 men and women over 
65 years of age whose activities are completely limited because of chronic 
illness. 
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(b) Of those now in nursing homes, national estimates show an average age of 
S80 years, with one-fourth over 85 and one-third under 75. Many are badly 
handicapped ; one-fifth are completely bedfast; one-third are in bed most of the 
time, less than one-half can walk by themselves; one-third are incontinent; 
two-thirds are victims of cardiovascular diseases. One half are disoriented some 
of the time, while one-fifth are disoriented most of the time. 

(c) Estimates for Michigan, applying these national ratios, show 193,000 
persons with serious chronic illness living in their own homes or noninstitution- 
alized. The reservoir from which this number will grow is estimated at one- 
half million Michigan residents over 61 years of age. 

2. Nursing homes—number and ownership: (@) The U.S. Public Health 
Service reports there are about 25,000 nursing homes in the United States with 
450,000 beds. Ninety-one percent of the homes are proprietary; 6 percent vol- 
untary nonprofit ; 3 percent public (governmental). 

(b) The Michigan picture, as of July 10, 1958, shows 14,006 patients living 
in 593 nursing homes and homes for the aged, not including homes of three beds 
or less. 

(c) The Michigan Office of Hospital Survey and Construction estimates a need 
for 15,576 nursing home beds (based on a rate of 2 per 1,000 population). They 
show only 4,100 beds in ‘approved construction, skilled nursing home facilities.” * 

(d@) The same source reports that 41 percent of Michigan’s 83 counties have 
no nursing homes with licensed professional nurses or licensed practical nurses 
Seventeen counties show no nursing home facilities (of three beds or more). 

3. Nursing Home personnel (Michigan): (@) A rough estimate places the 
number of persons working in nursing homes and homes for the aged between 
4,500 and 5,000. 

(b) These people represent a variety of disciplines and skills including medi- 
cine, nursing, medical technology, housekeeping, maintenance, clerical, social 
work, etc. 

(c) The Michigan Department of Health studied the reported educational 
background and age distribution of nursing home administration and nursing 
home supervisors. The report is limited to applications for licensure processed 
to March 1, 1959. 

(1) Of the 451 homes studied, 263 were nursing homes, 103 combined nursing 
homes snd homes for the aged, and S5 homes for the aged. 

(2) These applications listed 624 administrative personnel, employed in these 
roles: 173 administrators; 173 nursing supervisors ; 195 combined adminirstator/ 
nurse supervisors ; and 83 administrators of homes for the aged. 

(3) The 368 reported as carrying out nursing functions had this background: 
128 registered nurses: 13 graduate nurses: 77 licensed practical nurses (ap- 
proved course) ; 4 licensed practical nurses (waiver) ; 146 unclassified. 

(4) Classification of the 624 administrative personnel by education and train- 
ing ~ gives this picture: 

Administrators.—Forty-eight percent had graduated from high school or 
had partial high school; 32 percent had some college or graduated from 
college; 3 percent graduated from a professional school; 13 percent had 
completed the eighth grade or less. 

Nursing supervisors.—Fifty-eight percent were professional school grad- 
uates: 18 percent graduates of practical nursing: 16 percent had some 
high school or graduation; 4 percent had eighth grade or less. 


1 Skilled nursing home: where nursing care is supervised by a registered professional 
nurse. 


? Education background of selected nursing home personnel: 
—_|— 
Nursing Adminis- |Home for aged 
}Administrator| supervisor | trator/ nurse | supervisor 
} | Supervisor 


Percent Percent Percent 

Sth grade and helow-_--- | 16 
Partial hich school } 17 
High school graduate 2: ) 15 
Partial college ] 3 3 
College graduate l 
Professional school graduate. : 5 21 
Practical nurse graduate 7 26 
Unknown ‘ 


43350—60—pt. 6——20 
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Combined administrator-nursing supervisors.—Twenty-one percent were 
professional school graduates; 26 percent graduates of practical nursing; 
32 percent some high school or graduation; 16 percent eighth grade or less. 

Supervisors, homes for aged.—Fifty-six percent some high school or grad- 
uation; 138 percent some college or graduation; 4 percent with professional 
school graduation; 19 percent with eight grade or less. 

(5) The age distribution * of these personnel (624) is equally interesting: 

Administrators.—Fifty-four percent between 40-59 years; 31 percent 60 
years and over; 11 percent below 40 years. 

Nursing supervisors.—Fifty-three percent between 40-59 years ; 20 percent 
60 years and over; 23 percent below 40 years. 

Administrator-nursing supervisors.—Sixty-eight percent between 40-59 
years; 22 percent 60 years and over; 7 percent below 40 years. 

Homes-for-the-aged supervisors.—Fifty-two percent 40-59 years; 34 per- 
cent 60 years and over; 6 percent below 40 years. 


- [I—EpucaTion AND TRAINING NEEDS AND EXPERIENCES 
A. GOALS 


There are three goals underlying the suggestions related to the proposed 
content and plan of training (Pts. Il and IIT): 

1. It shall be “patient oriented” to provide for improved quality of care, 

2. The nursing home is only one part of the complex of community health 
services, and its education and training efforts, to be successful, should strive 
for full utilization of these allied resources and facilities from planning through 
evaluation. 

3. A program of education should be planned to meet the needs of the per- 
sonnel who are responsible for the care and who are giving the care in nursing 
homes on a continuing basis. 


B. NATIONAL COMMITTEE ON AGING 


The National Committee on Aging, in the publication “Standards of Care for 
Older People in Institutions,” provides this picture of patient needs, pertinent 
to our interests: 

“The health needs of every infirm, ill or disabled person today must be 
considered in relation to the totality of his needs. Sick people, regardless of 
age, must be recognized as people first * * *. Lack of individual understanding 
and the specialized means of giving the sick person needed social, psychological 
and rehabilitative help may aggravate and actually prolong his illness.” 


Cc. COMMISSION ON CHRONIC ILLNESS 


The content of training, for the nursing home and homes for the aged per- 
sonnel, and allied workers, can best be approached by considering the focus 
on the patient in terms of the services required for comprehensive care. Volume 
II, “Care of the Long Term Patient,” prepared by the Commission on Chronic 
Illness, provides this description : 

“The variety of services and facilities useful to long-term patients illustrates 
the complexity of their needs and the formidable problems of community 
organization required to meet them. At some time in the course of their ill- 
ness, many long-term patients while at home, in a general hospital or special 
hospital, or in a home or other institution require several, if not many, of the 
following services: Medical supervision, drug and diet therapy, X-ray therapy, 


3 Age distribution of selected nursing home personne]: 


[Percent] 


| : | . : 
| Nursing | Adminis- |Home for aged 
Administrator! supervisor | trator/ nurse | supervisor 

| supervisor 


EF — 


Under 40__- 
40 to 59____- 
60 and over 
Unknown.--- 


ee — 
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surgery, psychiatric treatment, rehabilitation, dental treatment, social service, 
bedside nursing, physical therapy, occupational therapy, training in self care, 
vocational counseling, education, vocational training, sheltered work, personal 
adjustment training, legal aid, convalescent care under medical management, 
custodial care, counseling to modify the family’s and patient’s attitude toward 
chronic illness, friendly visitors or volunteer corps, and religious opportunities.” 


D. EXPRESSION OF INTERESTS 


The following list of problems and questions, taken from written statements 
by a variety of nursing home interests in Michigan and outside the State, are 
those which education and training can assist in solving: 


General administration 
1. How do you make a budget? 


2. How is a protit margin determined? 
3. What type of insurance will safeguard the business and the administrator? 
A review of construction and equipment standards. 
What is bulk purchasing? 
How do you start getting the community interested in the nursing home? 
How can good relations be established with hospitals to achieve con- 
ti nuity of care through mutual information about the patient? 

S. How do you establish written personnel policies; what should they include, 
and what can we expect from them? 

% What are qualification requirements and functions of supervisors? How 
are good communications established between supervisors, administrators and 
staff? How are positive attitudes promoted? 

10. How do we prepare and conduct in-service training activities for the 
staf? 

11. What is included in an adequate records system? How is it maintained? 

12. A definition of the legal framework inv olved in nursing home planning, 
organization and management. 

13. Effective utilization of consultants, advisers, and volunteers. 

14. How to select and use committees. 

15. Orientation to research. 


Patient care 


1. The concept of continuity of care for the long-term patient. 


The role of the nursing home in the community health program. 
Food services considered in relation to nutrition and diet, purchasing, stor- 
and serving. 
Accident prevention, fire protection and related standards. 
A review of nursing home standards, regulations, housing codes, licensure 
procedures and inspection. 
6. What is good nursing care? 
7. What is rehabilitation? 
What is involved in determining the patient’s rehabilitation potential? 
%. What is the role of the physician in patient care? 
10. What are the legal requirements for administering medicine and therapy? 
11. What are the functions of the physical therapist, occupational therapist 
~ social worker in patient care? 
The mental health aspects of patient care. 
2 The values of a community central information and referral service for the 
chronically ill. 
14. A study of the principles and procedures of health education. 
15. Staff orientation to the principle of administration. 
16. What is included in the area of environmental health? 
17. Staff functions in records management. 
1s. Ethical practices. 


E. EDUCATION AND TRAINING EXPERIENCES 


A number of education and training courses and conferences for nursing home 
and homes for the aged personnel have been offered in Michigan and in other 
States. The following paragraphs will identify the pertinent items from some 
of these experiences : 

1. Ingham County: A course titled “Nursing Home Techniques,” for aids, was 
provided through the adult education program of the Lansing public schools. 
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The 10-week course of 4 hours per session dealt with these subjects: nursing 
practice, geriatrics, rehabilitation, nutrition, interpersonal relations, ethics, and 
personnel problems. 

2. Macomb County: Seven 2-hour sessions for nursing home administrators on 
these subjects: licensure procedures, design and construction, medical and socio- 
economic problems of the indigent, accident and fire prevention, meal planning 
and food purchasing, nursing care. 

3. Calhoun County: A course is designed for nursing home operators and staff 
which is directed at these subjects (evenings, 2 months duration) : the nurse’s 
role in patient care, personal activities of the patient, care of equipment, foods 
and fluids, and records management. Calhoun County has now completed a 
second series of lectures for nursing home administrators (lecturers from Uni- 
versity of Michigan): Financing of hospitals; medical and institutional care; 
characteristics and role of nursing homes; fundamentals of personnel manage- 
ment; internal financial management of nursing homes. 

4, Saginaw Valley (five-county area) : They have offered three 12-week courses 
for nursing home operators and employees, covering: medical care of the aging 
population; mental health and aging; physical therapy; nutrition; nursing 
techniques ; laboratory techniques and dental health; problems of employee/em- 
ployer relations. 

5. The School of Nursing, University of Pennsylvania, with the State depart- 
ments of welfare and health, U.S. Public Health Service, Philadelphia Health 
and Welfare Council and the Pennsylvania Association of Nursing and Con- 
valescent Homes, conducted a 5-day conference on “Nursing and Convalescent 
Home Administration” (December 9-13, 1957). In these deliberations, they 
studied: the nursing home program; development of a philosophy of care; basic 
principles of administration; budgetary control and cost accounting; financing 
methods available to nursing homes; personnel policies and practices; the cli- 
mate within the nursing home; rehabilitation aspects of patient care; adminis- 
tration of nursing services; use of volunteers; the role of nursing. 

6. The American Red Cross is offering courses in the field for nursing home 
aids. The subject matter includes: When Sickness Occurs; The Patient Goes to 
Bed; The Clean and Well Groomed Patient; Food and Medicine Ordered by the 
Doctor; Simple Treatments Ordered by the Doctor; Home Nursing and Civil 
Defense; Emergency Nursing and Survival. 

7. The Pawating Hospital, Niles, Mich. is offering a series of six 2-hour lec- 
tures on hospital operations for nursing home personnel and hospital workers, 
both paid and volunteer. 

8. The Michigan Hospital Association, during the past 3 years, has offered re- 
gional training programs for nursing aids from hospitals and nursing homes. 
The course of study is administered by a professional nurse on the staff of the 
association. 

9. The University of Minnesota, in April 1959, completed a 3-day institute on 
Care of the Aged in Geriatric Homes. The course was sponsored by the Min- 
nesota Department of Health, Department of Welfare, and Association of Geri- 
atric Homes. The subject matter covered Philosophy of Functions of Adminis- 
tration: Community Planning; Counseling the Applicant and Family; Home- 
maker Services: The Foster Home; Residents’ Interest and Experiences ; Nutri- 
tion and Diet; Ancillary Services in Nursing Homes. 


Part III—EpvcaTION AND TRAINING PLAN 
A. PURPOSE 


To plan, organize, and activate a comprehensive and systematic education 
and training program for the administrators and staff of nursing homes and 
homes for the aged. 


B. CLASSIFICATION OF EDUCATION AND TRAINING ACTIVITIES 


In general, the related needs and interests of nursing home personnel, from 
administrators to maintenace, fall into these categories : 


1. Accredited training 


Formal courses of study offered by public education, colleges, universities, pro- 
fessional and specialty schools, which, when studied in sequence, will qualify 
the individual for a degree or similar certification. 
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These could include degrees in public administration, institutional manage- 
ment, nursing, medical technology, nutrition and dietetics, medical stenography, 
ete. 


2. Nonaccredited training 

This category encompasses the whole range of short courses, institutes, non- 
credit extension courses, and staff conferences. These are usually of brief dura- 
tion and directed at specific problems, as described in part II. 
8. Organized field training 


This broad grouping includes activities designed to serve newly employed per- 
sonnel and prospective employees and for refresher training of present staff. It 
is customary to classify this activity further: 

(a) Field operation—where the trainee does not participate in the work under 
study. May vary from a few days to a week or more. 

(b) Field orientation—where the trainee participates in the work. This pro- 
cedure usually involves 2 or more weeks of intensive training. 

Both observation and orientation field training may be supplemented with 
organized class sessions within the training facility or community. 

Field training is further refined through the selection of one or more local 
institutions or agencies to function as field training centers. 

In addition to their regular work program, the staff of the facility is supple 
mented to provide for the administration and operation of training programs 
for trainees from outside. 

In the case of nursing home interests, such a center might be established in 
a nonprofit nursing home or county medical care facility. 

The institutions selected should be providing a comprehensive medical care 
program for the long-term patient; it should have a full complement of qualified 
staff; it should have demonstrated an interest in and capacity to provide this 
added service. It will probably be necessary to arrange for some form of 
financial subsidy to the center in order that this added responsibility can be 
carried out without jeopardizing basic patient care. The costs of trainee travel 
and maintenance in field training is beileved to be the responsibility of the 
employer and trainee, rather than the center. 

It is believed a minimum of two such centers are needed to serve nursing 
homes. One should be accessible to the northern area of the State. 

Another aspect of field training suggested to serve nursing home personnel is 
the provision of field training teams who will provide regular teaching services 
on a regional basis throughout the State. 

These teams would represent the disciplines of nursing, administration, sani- 
tation, records management, nutrition, etc. 

The teams could emanate from one or more of the cooperating agencies, i.e., 
Michigan Hospital Association, Michigan Nursing Home Association, Michigan 
Department of Health and local health departments, universities, colleges, high 
schools, department of public instruction, and the department of social welfare. 


Cc. ORGANIZATION 





The evidence is clear that education and training services are being utilized 
by nursing home administrators and their staffs throughout the State: it is 
equally true that the dynamics of this field of medical care will demand even 
greater reliance upon education and training resources and facilities. 

The careful integration of education with the administrative and operational 
activities of the nursing home program places a premium upon careful coordi- 
nation of these activities, and the continuous stimulation of nursing home per- 
sonnel to strive for even higher standards of performance. 

This plan will require the introduction of two administrative units to attain 
its goals:(1) an advisory (steering) committee; (2) a training coordinator. 

Advisory committee—Should consist of one or more representatives of the 
Michigan Nursing Home Association, Michigan Hospital Association, Michigan 
State Medical Society, Michigan State Dental Society, Michigan Nurses Asso- 
ciation, Licensed Practical Nurses Association, School of Public Health, Uni- 
versity of Michigan, and the Michigan Health Officers Association. The com- 
mittee would select advisers from vocational rehabilitation, welfare, civil service, 
and other specialties as needed. 
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In general, the advisory committee would assist in these aspects: 

1. Survey of nursing home interests and needs. 

2. Organization and activation of a plan of service. 

3. Identification and recruitment of resources to carry out the plan. 

4. Formulation and interpretation of program policies. 

5. Evaluation of each activity and of the total program. 

Training coordinator.—With these duties: 

1. Initiating studies of training needs, interests, and resources. 

2. Planning, organizing, and administering inservice training programs for 
nursing home personnel. 

3. Assisting in the planning and organization and administration of field train- 
ing centers. 

4. Initiating and maintaining working arrangements with such agencies as the 
department of public instruction, vocational education, trade and specialty 
schools, colleges and universities, to establish formalized courses related to the 
interests and needs of nursing home personnel. 

». Maintaining a working liaison with the nursing home and the agencies in- 
volved with them in noneducational activities to achieve a careful integration 
of education and training with all other activities in the home. 

6. Promoting and conducting educational programs for the general publie to 
create their awareness of this aspect of care of the long-term patient. 

7. Preparing and distributing publicity and promotional items of general and 
specific program activities. 

8. Establishing and maintaining a complete system of records for continuous 
program evaluation. 

9. Assisting in the selection and preparation of leaders from within the associa- 
tion to carry out education and training activities on a regional and local level. 

10. Performing the other details of administration and management com- 
mensuiate with the functions of this position. 


D. SOURCES OF INFORMATION 


The material for this report was provided from the study committee, appointed 
by the education committee, Michigan Nursing Home Association, in January 
1959. Its membership included: 

1. Mr. Alan Barth, executive secretary, Michigan Hospital Association, 
Lansing. 

”. Viado Getting, M.D., professor, School of Public Health, University of 
Michigan, Ann Arbor. 

3. Mr. Daniel Hurley, Michigan Nursing Home Association, administrator 
Wrandotte. 

4. Mrs. Wilma Karian, R.N., Michigan Nursing Home Association, admin- 
istrator, Utica. 

5. Mr. Frank Marsh, president, Michigan Nursing Home Association, Grand 
Rapids. 

6. Dr. Robert Mowitz (professor, Department of Public Administration, Wayne 
State University, Detroit. 

7. Mr. Pant Moore, associate professor, Continuing FEdueation, Michigan 
State University, East Lansing. 

8. Miss Theresa Pheips, R.N., associate professor, School of Nursing, Uni- 
versity of Michigan, Ann Arbor. 

9. Mr. Joseph Shipman, director of training, Michigan Office of Vocational 
Rehabilitation, Lansing. 

10. Mr. Charles Weber, director, Training Division, Michigan Civil Service 
Commission, Lansing. 

11. Dr. Robert Cotton, chairman, Education Committee, Michigan Nursing 
Home Association, Grass Lake. 

12. Charles Mathes, M.D.; Mr. Victor Jonak and Mr. Roy Manty, Division 
of Tuberculosis and Adult Health, Michigan Department of Health. 

Selected references were also studied and are in this listing: 

1. “Program Plan 1958-60" Division of Tuberculosis and Adult Health, 
Michigan Department of Health. 

2. “Field Reports, Consultant Staff,” Michigan Department of Health 1958-58. 

3. “Geriatric Nursing Aid in Los Angeles,” Adult Education Branch, Los 
Angeles City Schools, 1957. 

4. “Report of Conference on Nursing and Convalescent Home Administration,” 
School of Nursing, University of Pennsylvania, December 9—13, 1957. 
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5. Proceedings, National Conference on Nursing Homes and Homes for the 
Aged: U.S. Public Health Service, February 1958. 
6. Selected reports: 
(a) Education Committee, Michigan Nursing Association July 1958. 
(b) Michigan Department of Health, Advisory Committee for Nursing 
Homes and Homes for the Aged July 1958. 
(c) Nursing Home Licensure Section, Michigan Department of Health, 
July 1958. 
(d) Illinois Public Aid Commission, Rehabilitation Project, 1958-59. 
7. “Hospital Service Program,” Detroit Council for Youth Services, Detroit 
Publie Schools, 1958. 
Ss. “How To Be a Nursing Aid in a Nursing Home,” American Nursing Home 
Association. 
%. “Institutional Care for the Long-Term Patient” Winter and Metzner, School 
of Public Health, Research Series No. 7, 1958. 
10. “Training Nurses Aids,” American Red Cross, 1959. 
11. Michigan Nursing Home News Letter. 
12. Reports, “Chronic Disease Program,” U.S. Public Health Service, 1959. 


DIABETES AND PupLic HEALTH—A STATEMENT PREPARED FOR THE EXECUTIVE 
COMMITTEE OF THE COUNCIL OF THE MICHIGAN STATE MEDICAL SOCIETY 


(By Albert E. Heustis, M.D., State health commissioner) 


At the June 11 meeting of the executive committee of the council, there was 
some discussion, aS you may remember, about where the Michigan Department 
of Health stands in relation to diabetes. As a result, and in response to the re- 
quest made at that time, the following has been prepared: 


GENERAL INTRODUCTION 


The office of the State health commissioner in Michigan carries some rather 
broad responsibilities. These are probably best summed up by the basic en- 
abling act which provides that the commissioner shall have the “general super- 
vision of the interests of the health and life of the citizens of this State * * *.” 
This kind of inclusive responsibility requires an active interest in all conditions 
which have a bearing upon the health of the people, and diabetes is not 
excluded. 

In addition to vital recordkeeping, communicable disease control, environ- 
mental health and licensing activities, the Michigan Department of Health now 
actively participates in: 

Hearing and vision screening programs for youngsters. 

Stimulation of the early diagnosis of cancer through screening and edu- 
cational means. 

Manufacture and distribution of blood products. 

Assistance with toxicologiec and certain laboratory blood studies. 

Prevention of relapse from rheumatic fever through distribution of 
antibioties. 

Prevention of endemie goiter through promotion of the use of iodized salt. 

Promotion of better health through good nutrition. 

Prevention of diseases of occupational origin. 

Promotion of general health of mothers and children. 

It is our belief that if we in the Michigan Department of Health fail to share 
to some degree in working against all health problems, we fail to do our job. 


THE PARTICULAR PROBLEM OF DIABETES 


Diabetes has for a long period of years ranked among the most common ways 
to die in Michigan. The record shows that in 19380 it was the 10th leading cause 
of death; 1940 it was the Sth leading cause of death; 1949 it was the 7th lead- 
ing cause of death: and in 1957 it was the 6th leading cause of death. 

The Michigan diabetes death toll in 1957 was over 1,500. A comparison of 
death rates for the 10 leading causes of death in the United States and in 
Michigan during 1956 shows that there are only three leading causes for which 
the Michigan rate is higher than the rate for the Nation as a whole. Two of 
these causes are associated with younger age groups. 
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(1) Certain diseases of early infancy (including infections of newborn, hemo- 
lytic diseases, birth injuries) ; and 

(2) Congenital malformations. 

The third is diabetes. 

In terms of program, the specific objectives of the health department are: 
(a) Screening 


To help screen selected groups of apparently healthy adults to discover evi- 
dence of previously unrecognized diabetes. Purpose of screening, of course, is 
to help get the patient to his doctor when the disease is in the early, asympto- 
matic stage, and also to contribute to scientitic knowledge about the incidence 
and prevalence of diabetes. 

(b) Patient services 


Upon referral by the practicing physician, to assist with the care and/or 
education of patients. 


(c) Professional and public education 


So far, diabetes projects have been carried out with the cooperation of medical 
societies and local health departments and with individual practicing physicians, 
Representatives of this Department discussed diabetes screening projects at two 
meetings with a program committee of the Michigan Diabetes Association and 
the secretary of that association on November 10, 1954, and February 16, 1955. 
At these times, the association did not choose to participate in the projected 
screening programs, and at the November 10th meeting, we were advised that 
they wished to limit their screening activities to programs during diabetes week. 

The Department has helped sponsor the following projects : 

(a) From December 1954 until the present, State and local health departments 
worked with physicians in surveys reaching 24,212 volunteer adult participants. 
As a result, 684 were referred to their private physicians for further examina- 
tions. The programs in 1954-55 were part of the first Michigan trials of multi- 
ple screening and involved a combined screening of blood specimens using the 
Folin-Wu laboratory method, and of urine specimens using the Benedict test. 
In 195;—58, the Clinitron has been used for the Wilkerson-Heftman blood sugar 
screening test. The screening has been done in conjunction with chest X-ray or 
other blood testing surveys.’ 

(b) Nutrition consultation has been provided to staffs of medical care facili- 
ties, general hospitals, tuberculosis sanatoria and nursing homes. 

(c) A pilot project also has been carried out in sponsoring training classes for 
diabetic patients referred by their private physicians.’ 

(d@) Upon referral by the physician, home nursing services, including food 
and nutrition consultation, have been provided in a number of areas (nutrition 
consultation by Michigan Department of Health staff—nursing service by local 
health department staff). 

(e) Limited quantities of educational materials have been distributed to in- 
dividuals and groups, and information about diabetes has been spread by the 
department through mass media. 

(f) An in-service training conference on the relationship of diabetes and tu- 
berculosis was sponsored for staffs of southeast Michigan local health depart- 
ments, tuberculosis sanatoria and voluntary health agencies. (Three-day con- 
ference March 1956, Herman Kiefer Hospital, Detroit. ) 

(g) A conference on diabetes was held in Detroit (May 6, 1958) for staffs 
of the State and local health departments and others interested, Those advised 
of this meeting were: Local health departments; Michigan State Medical So 
ciety Geriatrics Committee; Clinical Society of Michigan Diabetes Association; 
Secretary of Michigan Diabetes Association; and secretaries of county medical 
societies. 


1Ingham, Michigan Department of Health Employees, December 1954, Medical Society 
eleared. Second Lansing Home Builders’ Show; promoted by Ingham County Medical 
Society, March 1958. 

Barry, April 1955, Medical Society. 

Livingston, May 1955, Medical Society. 

Dickinson-Iron, June 1957, Medical Society. 

Montmorency, January 1958, approved by local physicians. 

Hillsdale, February 1958, Medical Society. 

Clare, Gladwyn, Chippewa, Luce, Mackinac Counties, May and June 1958, approved by 
local physicians. 

Ionia Free Fair, August 1958, at request of Michigan State Medical Society. 

2 Tosco and Alcona Counties, May 1956, approved by local physicians. 
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This meeting emphasized newer medical knowledge; pointed up common de- 
nominators fer joint efforts: prometed greater awareness of the problem and 
helped further indicate the role of official public health agencies in assisting pri- 
vate practitioners with this health problem to the benefit of their patients. 


PLANS FOR THE FUTURE 


It is the intent of the department to continue to work with interested and re- 
sponsible groups in cooperative efforts such as the following: 

1. Screening. 

2. Morbidity studies, including prevalence and incidence within selected groups. 
3. Patient education, nutrition consultation and nursing service for the patient 
and his family upon referral by the practicing physician. 

4. Education to help create greater public and professional understanding of 
diabetes, and to further encourage the individual to assume responsibility for 
his own health and the health of his family. 

». In-service training programs for community health agency personnel and 
others. emphasizing the supporting role of the health department in diabetes 
control. 


CONCLUSION 


It is our belief that because of the hereditary factor, diabetes is not only a 
major health problem today, but also may well be the disease of the future. 
Keeping this in mind, we see continued, vigorous, cooperative efforts, with the 
health department in its customary role as the stimulating and supporting task 
force for the work of the private practitioner. We see some practical and down- 
to-earth assistance where it will count. Helping to get the patient to his doctor 
as early as possible, preferably in the asymptomatic stage, and, after that, as the 


doctor may request, helping the patient learn to live with his disease as best he 
ean. 


Our interest is to insure the most effective combination of private individual 
incentive and community resources to help practicing physicians meet this par- 
ticular problem—the same kind of a mutually acceptable effort which has proved 
and established itself in so many other programs in which we have worked to- 


gether in the past. 


MerptcaL ExTeERN Report, JUNe 16 To AuGusT 29, 1958 
To: John A. Cowan, M.D., director, division of tuberculosis and adult health 
CURRENT INFORMATION ON DIABETES MELLITUS 


Diabetes mellitus, by way of introduction, is a chronic metabolic disease of 
disorder carbohydrate metabolism. It results basically from a diminished 
production or effectiveness of insulin* normally secreted by the beta cells of the 
islets of Langerhans). Metabolically, the disease is characterized by pros- 
tracted, fluctuating hyperglycemia and glycosuria (with secondary derange- 
ments in protein and fat metabolism ). 

Classically, diabetes afflicts those in middle and iate life. A tendency to de 
velop the disease follows a genetic pattern within families; transmitted through 
both sexes as a Mendelian recessive trait. Since it is estimated that 70 to 90 
percent of adult diabetics are obese, it is generally believed that obesity may act 
as a precipitating factor in those who are already constitutionally predisposed to 
diabetes. Furthermore, there is an abnormally high incidence of “large babies” 
(also other fetal and neonatal peculiarities) among women later diagnosed as 
diabetic. 

In the diabetic, unused sugar collects in the blood (and some of this excess 
glucose may overflow into the urine). Early suggestive signs and symptoms 
are polyphagia, polydipsia, and polyuria. In addition, the classic triad may be 
accompanied by weight loss, increased fatigability, and muscle cramps or pains. 
Nevertheless, in mild cases these typical complaints may be entirely lacking. 


1Two hypotheses are current. Levine suggests that “insulin is necessary for maintenance 
of cell membrane permeability to carbohydrate.” Cori has another view—that “insulin 
acts by antagonizing the hexokinase inhibiting factor from the anterior pituitary.” To 
simplify this, insulin deficiency blocks normal carbohydrate utilization either by failing to 


allow glucose to cross the cell membrane or by failing to allow glucose to enter into 
intracellular metabolism. 
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Although approximately 20 percent of those who die of diabetes have no 
anatomical evidence whatever, most uncontrolled diabetics develop severe late 
complications. Lesions often virtually pathognomic, are most evident in the 
pancreas, kidneys, blood vessels, liver, eyes, peripheral nerves, and (less sig- 
nificantly) the skin. 

Diabetes can usually be detected both early and easily. Two excellent guides 
in diagnosis are (1) blood sugar determinations, and (2) urinalysis. Urine 
testing is the simpler and less expensive of the two methods. But, since roughly 
one-half of the previously unknown diabetics detected through blood sugar de- 
terminations are missed by urine tests, the economy of urinalysis would seem 
more apparent than real. Blood tests have greater validity and reproducibility ; 
are to be preferred over urine tests under most circumstances. 

Before the discovery of insulin (1921), the prognosis for a severe diabetic 
was very poor. Today, fortunately, the situation is quite the opposite. A 
proper balance between insuline, diet, and exercise is necessary to control severe 
diabetics, Actually, one-third to one-half of all known diabetics do not require 
medication, but manage very well on diet alone. Although the standards of 
treatment vary with each case, the average diabetic (whose disease is controlled 
in adult life) * can anticipate an almost normal life expectancy. The first step 
toward success, therefore, is early diagnosis. This type of endeavor demands 
community cooperation. For this and related problems, the public, State, and 
local health departments are ideally suited. 


SCREENING PROGRAMS 


It is estimated that half the diabetics in the country are at present unknown. 
But, a new case is really “found” only when it is “diagnosed.” “Diagnosis” is 
a decision—often not easily made. “Screening,” in contrast, is “the presumptive 
identification of unrecognized disease or defect by the application of tests, exam- 
inations, or other procedures which can be readily applied.” * It is a method for 
narrowing down the number of candidates who may benefit from the diagnostic 
process. Suspects, therefore, are screened out and identified as appropriate sub- 
jects for referral to their physicians, for diagnosis, and for necessary treatment. 

The Michigan Department of Health,’ on June 4, 1958, undertook a screening 
program for the detection of (1) diabetes, and (2) tuberculosis (also enlarged 
heart and pulmonary neoplasm). The areas screened were localized to three 
counties : Chippewa, Luce, and Mackinac. Following meticulous community edu- 
cation (ineluding newspaper, radio, and television announcements, or similar 
mass media), a mobile unit ° offered free 70 millimeter chest X-rays to all persons 
18 years of age and above. Also, venous blood samples‘ were drawn from those 
meeting any of the following standards of eligibility : 

(1) Persons 30 years of age and above; 

(2) Obese individuals: 

(8) those with a family history of diabetes: 

(4) mothers of “large” babies (10 pounds and over). 

All X-rays were sent directly to Lansing for radiological interpretation. Blood 
samples, however, were screened at two convenient stations (Sault Ste. Marie 
and Newberry). The blood-testing method was the Wilkerson-Heftmann, em- 
ploying the Hewson clinitron for mass screening. According to a preselected 
screening level of 160 mgm percent, all blood samples tested below this were con- 
sidered negative: the remaining positive. 

But, a diabetes program is only as effective as its followup. Positive screenees 
must be followed through to diagnosis. This was accomplished by a series of 
steps as listed in the following page: 


2 The biochemistry, techniques, sensitivity, and specificity of the various testing methods 
are so numerous I cannot hope to do them justice. Thus, for a detailed outline, see Ham, 
“A Syllabus of Laboratory Examinations in Clinical Diagnosis,’’ Harvard University Press, 
Cambridge, Mass., 1957, pp. 253-259 (urinary sugar testing) and pp. 401-406 (blood 
sugar testing). 

3 The prognosis for young diabetics is not so good. Children with diabetes may in the 
course of 15 to 25 years, suffer irreparable complications and die at an early age. 

*This definition of screening is quoted from U.S. Public Health Service, ‘Preventive 
Aspects of Chronic Disease,’ Chicago, Ill., 1951, p. 14. 

®*In cooperation with the Chippewa, Luce, Mackinac health unit, Luce County health 
organization, Michigan Tuberculosis Association, local medical societies, and various 
voluntary organizations. 

* Operated by two X-ray technicians and one blood taker. 


7 Venous blood was collected in disposable “Sheppard Keidel” tubes, containing sodium 
fluoride as an anticoagulant. 
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1. Before entering the mobile unit, all screenees were registered. They were 
informed, at the start, that screening is only the first step—that referral to a 
physician and further tests would be necessary. 

2. The clinitron operator recorded all results as either positive or negative. 
These results were then sent to the local health departments involved. 

3. The local health department, by means of a standard postal card, informed 
each negative screenee of his test result. Positive screenees, as well as their 
physicians, were notified by letter. In addition, each physician was provided 
with (a) a duplicate registration card (for his files) and (b) a blank letter 
concerning tests done and diagnosis made, to be completed and returned to the 
Chippewa, Luce, Mackinac health unit. 

4. Home visits were employed ° as a followup measure in any of the following 
situations: 

(a) If the positive screenee failed to return to his physician within the speci- 
fied 30 days following notification. 

(bv) If a known diabetic, screened by mistake, tested negative.° 

(c) If there was a special case (e.g., no local physician listed on the registra- 
tion card). 

ROLE OF EXTERN 


On June 16, 1958, I was employed as a medical extern by the Michigan De- 
partment of Health. My assignment in the division of tuberculosis and adult 
health was to assist in the diabetes screening programs planned for the summer. 

During my first 3 days with the State health department I was given an 
orientation tour. This included informative meetings with the following: 


Douglas H. Fryer, M.D., director, division of local health administration. 
Miss Helene B. Buker, R.N., chief, section of nursing. 

John R. Cook, chief, section of education. 

Mrs. Alice H. Smith, chief, section of nutrition. 

John A. Cowan, M.D., director, division of tuberculosis and adult health. 
John L. Isbister, M.D., tuberculosis control officer. 

Charles J. Mathes, M.D.,. chief, adult health section. 

Mrs. Norma Ketcham, chief, registers, subsidies, and records section. 
Miss Mildred Spellman, R.N., tuberculosis nurse consultant. 

Thomas Klapperich, public health field representative. 

Roy Manty and David Steinicke, public health field representatives. 
Miss Alice Boggs, medical social consultant. 

Miss Gladys Rydeen, public health education consultant. 


Following the orientation, I was sent to Sault Ste. Marie. Throughout the 
summer, June 18 to August 29, my work consisted of essentially three phases: 
(1) Clinitron Operation (for mass screening of blood sugars); (2) statistical 
breakdown of data;(8) followup activities. 


Clinitron operation 


From June 18 through June 20 I was acquainted with the machine, its opera- 
tion, possible difficulties, care and packing of equipment, and method of recording 
results. Thereafter I was set up in the Newberry community building for the 
duration of further testing. A full-time glassware washer was engaged; all 
facilities (including adequate space, hot and cold water, electricity, and reagent 
tablets) were well arranged for me. Blood samples were sent to Newberry or 
transported from neighboring areas (e.g., Trout Lake) by the extern. All test 
results were forwarded to the local health departments involved or to the Chip- 
pewa, Luce, Mackinac health unit. 

Operation of the clinitron was uneventful, except for one difficulty. The ma- 
chine broke a clinitron tube and jammed. After complete disassembly the trouble 
was discovered—a fiber gear in the reduction gearbox was worn. Since no gear 
Was available, a replacement machine was sent for completion of testing. 


Statistical breakdown of data 


During the Chippewa, Luce, and Mackinac diabetes screening program, a total 
of 6,030 blood samples were processed. My operation of the clintron, therefore, 
was followed by a series of statistical breakdowns of the data. For purposes 


8 Home visits were the duty of the extern. But, these were carried out only when this 
was desired by the local physician. Some doctors preferred to do their own followup. 
*It was felt that these persons should be contacted, lest their negative test report might 


result in a false sense of security (thus, e.g., tempting some to discontinue their medical 
treatment). 
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of simplicity, the results are tabulated in table form. In each case the table or 
series of tables is presented, after which a short discussion explains the figures 
represented therein. 


TABLE I.—General sunimary of diabetes screening 


| | | 
Num- | Num- | Num- 
Num- | Num- | ber of ber {ber who 
ber of | ber of {doctors} newly | have 
County s Samples} posi- | letters | diag- | not re- 
Rl. | tives re nosed | turned 
drawn | turned | to date to 
to date doctor 
Bee. 252 fackinac. 
Mackinac Island. do 
Cedarville. _._- do 


ado 


‘hippewa 


Trout Lake 

Paradise 

Hultert 

Newberry 

MecMillan___- i 
Engadine Tackinac- 


Total 


The column headed “Number of positives” in table I represents test results on 
all persons screened, excluding “known” diabetics who tested positive. Thus, 
this chart lists a total of 53 positives for Chippewa County whereas (“known” 
diabetics tested positive included) the actual tetal is 59. Luce and Mackinae 
Counties had no “known” diabetics testing positive—thus, their total positives 
are 6 and 22 respectively (as shown on tablel). 

The percentage of physician's letters returned to related local health depart- 
ments to date is very disappointing. Since only 20 letters (of an expected 81) 
were returned, only 24.7 percent of the local doctors responded. This does not 
mean, however, that only 24.7 percent of the positive screenees were followed 
through to diagnosis. Actually, 60 of the 81 (or 74.1 percent) have been diag- 
nosed. This figure (as well as the total “number newly diagnosed diabetic to 
date’) was obtained through personal visits to the doctors. Thus, where no re- 
port was returned, I questioned the physician or his receptionist concerning 
diagnosis. Very often, the diagnosis had already been made—the physician 
had overlooked returning the letter and stated he would do so at his earliest 
convenience. 

To date, as a result of the diabetes program, 23 new diabetics have been de- 
tected. Therefore, 28.4 percent of the positive screenees are now known to be 
diabetic. On the other hand, 24.7 percent of the positive screenees have not yet 
returned to their doctors for further tests. Should these 20 persons also come 
to diagnosis (estimating 28.4 percent new diabetics as were the previous 60), 
the overall total of new diabetics may be approximately 29—or, 35.8 percent of 
all positives would be new diabetics. The latter, it must be understood, is 
only my personal assumption. Nevertheless, I believe this is a fair estimate. 

The important highlight conclusions from table I, in summary, are these: 

1. Only 24.7 percent of the local physicians returned their letters to the local 
health departments to date. 

2. Seventy-four and one-tenth percent of the positive screenees have been fol- 
lowed through to diagnosis to date. 

3. Twenty-eight and four-tenths percent of the positive screenees are now 
known to be newly diagnosed diabetics. 

4. Thirty-five and eight-tenths percent of the positive screenees are estimated 
to be the total newly diagnosed diabetics (some time in the future). 

5. Since 6,030 blood samples were tested, the positive screenees represent 1.35 
percent of the total screened. 

6. Since 23 new diabetics were detected, the newly diagnosed to date are 
0.38 percent of the total screened. 
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7. Since an estimated 29 new diabetics may be detected (when all screenees 
have been followed to diagnosis), the newly diagnosed may equal 0.48 percent 
of the total screened. 


TABLE II.—Percentage breakdown 


Total white females Total white males 





Negative Positive Negative | Positive 





Percent with a family history of diabetes... 21.9 28.3 21.7 29.7 
Percent obese di 5 a ae ae oF = 30. 56. 6 24.7 35. 
Percent with large babies. _.__- 


| i 


Table II is the result of an extensive breakdown on all persons screened. 
Checking the figures, it is interesting to note that the percentage in any pair of 
columns (negative and positive compared) is always greater in the positive 
column. This would appear to support the current belief that a family history 
of diabetes, obesity, or a large baby are all related to the development of 
diabetes. 

Additional figures obtained through the same breakdown are as follows: 


}: Total white fethales: testing mometiveie : i. 6b) seus oe cet os ee 3, 344 
2: Total white ‘mubles Costing: mngative.. ios ek di ds 2, 549 
§. Total white females: testing penitivGssiise. eit as i cece als 53 
4; Total white males: testing positives au. 1 susden eee le es gees 34 


Notr.—56.7 percent of the total number of screenees were females, whereas only 43.3 
percent were males. Thus, 13.4 percent more females than males were tested. 

Since the number of colored persons screened per county was so low, I con- 
sidered the data of no statistical value. Nevertheless, the numbers testing ne- 
gative and positive are as follows: 


1. Total nonwhite females testing negative._........__..._______________ 25 
2. Total nonwhite males testing megantiVes. oa os on sk eect 25 
8. Total nonwhite females testing NOmitivewin. <cacsenncek ii nsdn 0 
4. Total nonwhite males tenting  positivenin.. once. 2 he ee cceedn 0 


As has been mentioned, few physicians returned their reports concerning diag- 
nosis of positive screenees. Thus, no accurate breakdown could be presented with 
respect to the types of tests leading to diagnosis. As an estimate, I would judge 
that 90 percent.of the followup tests were fasting blood sugars—approximately 
10 percent received glucose-tolerance tests. I know of two cases where screenees 
were given the glucose-tolerance test with severe resultant reactions. These, 
fortunately, are the exception rather than the rule. 


FOLLOWUP ACTIVITIES 


If positive screenees failed to return to their physicians for diagnosis within 30 
days after notification, followup proceedings were begun. To accomplish this, I 
visited the person’s physician and asked permission to contact that screenee. If 
the local doctor favored my doing the followup, I urged this person to have fur- 
ther tests done. Some physicians, however, preferred to do their own followup. 

Throughout the survey, certain known diabetics were screened by mistake. 
These, if their results were negative, were considered candidates for home visits 
(with their doctor’s permission). Again, it was my duty to see such persons, 
explain to them the meaning of a diabetes screening test, and remind them that 
a negative blood sugar should never tempt them to discontinue medical treat- 
ment. These visits, I believe, were a very essential phase of the diabetes pro- 
gram. I know of five such persons who felt the negative test report indicated 
they were no longer diabetics. Had these people been ignored, their disease 
might soon have been out of control. 

In addition, I followed up certain special cases. These included persons who 
listed no physician, those who listed a physician but reported to another, and 
one whose positive letter was missent. 
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GLADWIN AND IONIA 


While the clinitron was set up in Newberry, 940 blood samples were sent to 
me for screening from the Gladwin, district No. 7 area. The results were for- 
a to Dr. Sweet at Standish, therefore, I have no statistical breakdown on 

nem. 

Approximately the last 600 blood samples (all from this area) gave negative 
test results. Since all previous screening was 1 to 2 percent positive, this would 
appear unrealistic. No good reason has been discovered: attempts at an ex- 
planation have been made. By doubling the amount of blood tested (i.e. using 
0.2250 ce. of blood instead of 0.1125 ec.) all samples returned positive. This 
should rule out mechanical error. Perhaps, however, the problem arose due to 
faulty refrigeration. These samples had been refrigerated overnight, then were 
removed for 24 hours (for shipping) and were finally refrigerated another 10 
days prior totesting. This explanation requires further testing. 

Finally, I operated the clinitron for 1 week (August 4 through 9) at the Ionia 
Fair, in Ionia, Mich. Here, over 1,100 blood samples were run with no dif- 
ficulty. Again, I have no statistical breakdown on the results. 









COMMENTS 


A community diabetes program may be evaluated in terms of “yield,” “ac- 
ceptability,” and “cost.” The Chippewa, Luce, and Mackinac screening program 
resulted in a fairly good yield at a fairly reasonable cost. But, in my opinion, 
acceptability left much to be desired. This factor covers acceptance by the in- 
dividuals screened, by the local medical group, and the community itself. In 
certain areas, the physicians whom I visited expressed dislike for the diabetes 
program. Two physicians were totally uncooperative. Most of this antagonism, 
I believe, results from insufficient knowledge of the program, its aims, and its 
actual advantages to the physician. In spite of the fact that most physicians 
cooperated well and appreciated the program, the few who did not are enough 
to create a problem. These physicians, if possible, should be given further at- 
tention. 

The registration of screenees, I believe. is another aspect of the program which 
could be improved. These are my opinions based on observation and conversa- 
tion with local health department personnel : 

1. A permanent registrar, Who understands fully how to complete the registra- 
tion cards, would be of great value. Here are a few of my reasons for the sug- 
gestion : 
(a) Several registrars seemed to misunderstand the item “Diabetic his- 

tory in the family?” taking it instead to refer to the person’s history of his 

own disease. 

(b) The item “large” baby was apparently misunderstood by many. A 
newborn of 10 pounds or over was preselected as “large.” But, several cards 
were marked “7 pounds” or “8 pounds” and the “yes” blank was checked. 

(c) Registrars were frequently poor judges of “obesity.”’ In certain cases, 
the height-weight figures left no doubt that the screenee was obese, yet the 
eard was checked “no.” 

2. If statistical breakdowns are to be carried out in the future, I believe the 
registration cards should be simplified. This could be done thus: place the 
person’s name and address, along with his physician’s name and address, along 
the top of the card. Then, place the remaining items in two columns, one at the 
left margin and the other at the right. Group sex, race, age, height, weight, and 
obesity in one column; “Known diabetic?” “Diabetic history in the family? 
and “Mother of large baby?” in the another column. This is perhaps not the 
best answer to the problem, but I believe it would simplify tabulation. 

Finally, the letters to the doctors should read “the result of the test was above 
a preselected level of 160 mg percent” instead of “above what is usually consid- 

normal.” ’ 

i few local doctors have called their health departments concerning this. One 
woman mentioned to me that her local physician was not notified how “high 
the test was: thus, he refused to do any further tests without more detailed 
information. 

aaa from these negative comments, I consider the Chippewa, Luce, Mackinac 
screening program highly successful in that it brought many unrecognized dia- 


betics to diagnosis and treatment. 
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CONCLUSION 


My role as medical extern has been educational, stimulating, and enjoyable. 
Not only did I work on diabetes, but I was exposed to humerous additional 
phases of public health, its problems, and its important value to each member of 
any community. 

Educationally, I have become aware of some of the relationships among health 
departments and physicians. I now realize the benefits a physician may obtain 
from his health department, and how that health department is in turn assisted 
by a cooperating physician. 

Furthermore, various summer contacts have stimulated my interest in the 
art of medicine as such. Never before have I witnessed so thoroughly local doe- 
tors, their patients, and the associations between the two. I met both specialists 
and general practitioners; medical doctors and osteopaths. With regard to 
patients, I visited the rich and the poor; the well educated and the poorly edu- 
eated. Speaking with various physicians gave me an opportunity to see text- 
book knowledge in action as I myself may some day be applying it . And, speak- 
ing with different patients helped me understand their difficulties, fears, and 
superstitions. 

With the close cooperation and able assistance of all health department per- 
sonnel, most local physicians, and their receptionists, my externship has been 
most enjoyable. If all prospective doctors could share my experience, they too 
could observe that “public health is the science and the art of preventing disease, 
prolonging life, and promoting physical and mental health and efficiency through 
organized community efforts.” 
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HisToRY—HOMES-FOR-THE-AGED PROGRAM OF THE GRAND RAPIDS, MICH., 
HEALTH DEPARTMENT 


FOREWORD 


The history of the development of regulatory measures relating to the li- 
censing and inspection of homes for the aged represented in this report records 
only the major achievements and accomplishments in the program since its 
inception. 

Many other lesser but significant accomplishments that have contributed to 
the success of the program could not be practicably mentioned in this version 
of the historical record. 

Deserving appreciation for information and service to the program is hereby 
extended to Mrs. Mary Otterbein, R.N., director of public health nurses of the 
Grand Rapids Health Department through whose interest, active support, super- 
vision and direction the program was initiated. 

Appreciation is also extended to Miss Hazel Henry, R.N., the first full-time 
institution inspector and Florence Gould, R.N., the present supervisor of the 
homes-for-the-aged program, both of whom greatly contributed to the present 
expanded and successful program. 








1512 THE AGED AND THE AGING IN THE UNITED STATES 


HISTORY 


The development of regulatory measures relating to the licensing and inspec- 
tion of convalescent homes and homes for the aged in Grand Rapids dates back 
to 1939. 

The Michigan Department of Social Welfare, in 1939 passed the first statewide 
ordinance regulating the inspection and licensing of all homes “privately op- 
erated for a valuable consideration for four or more aged persons.” However, 
following the passage of the ordinance, the local social welfare department in 
Grand Rapids was unable to provide an inspector to carry out the provisions 
of the ordinance. As a result of this shortage of personnel, the Grand Rapids 
Health Department was requested to assist with the inspection and licensing 
of existing homes in Grand Rapids. Responsibility for this inspection and the 
subsequent granting of licenses rested with the director of the nursing bureau 
in cooperation with the supervisor of hospitals of the State department of 
social welfare. 

It was soon discovered that many homes in operation at the time of license 
application failed to meet the minimum standards of the ordinance. Substand- 
ard conditions were most often observed in relation to food preparation and 
quality, general sanitation, and medical care. Kvery attempt was made to 
assist operators in meeting the minimum standards of the ordinance. Eventu- 
ally, however, accomplishments in the form of an increased number of improve 
ments resulted through the cooperation of the director of nurses with the 
operators, the department of social welfare and with the helpful support of 
local newspapers. Further problems soon made it apparent that a full-time 
worker was needed in the program. 

In 1948 a full-time institution inspector was appointed and a city ordinance 
regulating convalescent homes was adopted. The ordinance provided for a 
license fee of $15 per patient which made possible the appointment of the first 
full-time institution inspector in Grand Rapids. However, the ordinance did 
not implement existing rules and regulations necessary to elevate standards 
of care or to improve the qualifications of staff personnel. 

Also revisions made at this time excluded homes being operated by charitable 
or eleemosynary organizations from the provisions of the ordinance. 

In 1946 the ordinance was revised to include recordkeeping as a prerequisite 
for licensing and the delegation of authority to the health officer to revoke a 
license for violation of the ordinance. 

During the next 10 years emphasis was placed in the folowing three major 
areas: 

1. Improving the qualifications of personnel 

In cooperation with the Department of Vocational Education a 64-hour course 
of study was formulated for nonprofessional nursing personnel. The course 
emphasized the importance of nursing care for the aged. Successful comple- 
tion of the course combined with sufficient supervised experience in a home 
enabled the nonprofessional nurse to take the State board examination necessary 
for licensure as a practical nurse. 


2. Adoption of a uniform record system 


A eomplete personal history record sheet for individual patients was de- 
veloped and adopted in cooperation with the operators of homes for the aged. 
The new form, similar to the one now in use, provided pertinent background in- 
formation and contained a provision for the operator to legally assume respon- 
sibility in case of sudden emergency or death. Prior to the adoption of a 
uniform system of records, information on patients included only the name of 
the patient’s physician and the rate of pay for care. 


3. Improvement of food handling and food service 


Advice and consultation was offered to all operators regarding fvod pur- 
chasing and handling to insure maximum nutrition per food dollars. Assistance 
was given by a nutritionist from the Michigan Department of Health. 

4. Revision and adoption of a new city ordinance 

Under the first city ordinance licensing convalescent homes, it was extremely 
difficult to improve basic minimum requirements. Therefore, in 1953, the present 
and more inclusive ordinance was revised and adopted. 

Major changes in the ordinance included : 

1. Homes providing care for two or more persons would be required 
to secure license. Authority was given to the health officer to determine 
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the health, welfare, and safety of persons receiving care in boarding homes, 
convalescent, and nursing homes. 

2. License fees reduced from $15 to $5 per bed (with a minimum license 
fee of $10 and a maximum of $100). Supervision of the care of the aged 
and sick in licensed homes was established to be a function of the health 
department and as such the salary of the inspector deemed legitimate ex- 
penditure of public funds. 

3. Floor space increased to a minimum of 60 square feet per bed. 

4. Boarding homes for the aged required to secure license. 

5. All church homes required to secure license. 

Routine inspection and licensing under the new ordinance involves an annual 
team inspection by representatives of the following department of the city. They 
are: health, building, fire, electrical and plumbing. On approval by all depart- 
ments the license application is approved by the director of public health or his 
deputy. The team inspection has worked out very well with fine cooperation 
among the team members. 

The responsibility of the position of inspector, now known as supervisor of 
homes for the aged as defined by the director of public health had the following 
objective : 

A. To assure the best possible care for the institutionalized person with: 

1. Minimum of duplication of effort. 

Minimum inconvenience to persons and guardians. 
Maximum community involvement. 
Maximum assumption of responsibility on part of operators. 

The method of accomplishment was to be through: 

1. Cooperation in planning and working with the operators. 

2. Placing the program in the division of environmental health. 

Reporting on routine activities to the director of division of environ- 
mental health. 

4. Understanding that the program is a joint responsibility of the division 
of administration, environmental health and nursing. 

>». Working with lay groups and service clubs to create an interest in the 
entire problem of the aged and dependent. 

6. Working with local and State agency representatives relative to refer- 
rals, responsibility, clearance, and other policy matters. 

7. Conducting an inclusive program rather than selecting one area for 
specialization. 

The supervisor continued to implement the improvement programs initiated 
by the former inspector. Areas of major emphasis include: Nursing care (in- 
cluding qualified personnel), staff training, accident prevention, nutrition, food 
management, record keeping, inspection, and community-patient relationship 
and interest. 

The objectives of the director of public health are being accomplished. Some 
of these include: 

1. Nursing care in 75 percent of the licensed homes is under the super- 
vision of a registered or a licensed practical nurse. 

~. All staff members of homes for the aged receive chest X-rays annually. 

3. When feasible, chest X-rays of individual patients are requested before 
admission to a home for the aged. 

4. Sputum examinations are done on patients having a suspicious cough 
when it is not possible to transport them for an X-ray. 

>. Michigan Association of Nursing Home Owners and Michigan State 
University have set up a 5-year training program for personnel in homes 
for the aged. The areas of study are as follows: Patient care, food service 
operation, personnel, safety, socio-psychological aspects, physical operations, 
financial operations, public relations, and legal problems. 

6. A uniform “nurses’ notes” record is being used in the majority of the 
homes. 

The monthly report of admissions and discharges which were begun in 
1950 have been revised and are being used to secure monthly census counts. 

S. In 1955 an accident reporting system was adopted. All accidents 
resulting in personal injury occurring in homes are reported within 24 
hours. An investigation is made to see if another such accident can be 
prevented. 

9. The health department nutritionist at the request of the supervisor 
offers consultation on food purchasing, inventory, and menu planning. As- 
sistance is also given in relation to individual special diets. 

43350—60—pt. 6——21 
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10. A broad communitywide educational program has been developed 
including talks, newspaper, radio, and TV news releases. A series of 25 
slides depicting the role of the health department in the care of the aged 
and narrative is available for use by interested community groups. As a 
result of this, the community developed an awareness to their responsi- 
bilities and opportunities to assist in this fleld. 

11. The friendly visitor program of the Council of Social Agencies has 
been expanded to provide visitors for patients in homes for the aged. 

At the present time in Grand Rapids all of the 40 homes for the aged are 
operating above 90 percent capacity. The increase in the number of older per- 
sons in our population is almost certain to not only maintain this capacity, but 
also increase the number of homes in our community. 

Despite the fact that every existing home meets the basic minimum require- 
ments of the ordinance, much remains to be done. Based on past experience 
it is certain that the health department in cooperation with the operators of 
homes for the aged will meet and solve the challenges and problems of the 
future. 
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General information.—Data studied was provided by Miss Florence Gould, 
supervisor for homes for the aged, Grand Rapids-Kent County Health Depart- 
ments 

In 1958, there were 18 convalescent homes and 2 nursing homes in Grand 
Rapids with a total capacity of 303 beds. Not all these beds have been avail- 
able for either men or women; the majority of them could be used only by 
women. The total number of patients admitted in 1958 was 281, with 36 per- 
cent of men and 64 percent of women. The same year 255 patients were dis- 
charged, 33 percent of men and 67 percent of women. 

{dmissions in 1958—The data from table I, below, shows that slightly less 
than one-half of all patients, both sexes (47 percent), were admitted to a con- 
valescent or a nursing home between the ages of 75 and 84 years. About 25 
pereent of all patients entered a home at 85 years or over. This was true for 
both men and women. However, the median age for women (S80 years) was 
slightly higher than that for men (79 years). It is noteworthy that only 5 
percent of all patients were admitted at an age under 65 years and 10 percent 
of patients come to a home at the age of 90 or over. 














TABLE I.—Patients admitted to a convalescent or nursing home in 1958 in 
Grand Rapids by sex and age 


Patients 


Age Both sexes Male | Female 





| | 
Number | Percent | Total | Number} Percent | Number | Percent 
|} percent | | 
















Under 60 a 7 | 2) ef 4 4 | 3 2 
60 to 64 i baad 8 | 3 J ra 3 | 3 | 5 3 
5 to 69 a 26 | Eaten 6 6 | 20 ll 
TORO TE aces : 40 OF is. y<:* 16 | 16 | 24 13 
75 to 79 bli 56 | 20 |) a7 \f 23 | 23 | 33 | 18 
80 to 84 ceoeeen es 76 | 27 J aN 26 | 25 | 50 | 28 
Rat ee Ud 45 | 16 !} if 16 16 | 29 16 
99 to 94__- Pes imetcaesleaw 21 8 |p 25 |; 7 | ae 14 8 
95 to 99.__- | | 2 | 1 
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It can be seen from the data in table II that 43 percent of all patients lived 
in a private home (their Own or One of their children or relatives) before 
admittance to a home. About the same proportion of patients (42 percent) 
came from various hospitals. The remaining 15 percent moved in from another 
nursing home or from a boarding home. 


TABLE I11.—Where patients had been before admittance to a nursing home 


| Patients, both sexes 
| 


Number | Percent 


Private home , Rae bach trance la aniatied 120 | 
Hospitals 
Other homes: 

Nursing : 

Boarding homes 


MEDICAL DIAGNOSES AT ADMISSION 


Medical diagnoses or reasons given at admission are analyzed in table III. 


TABLE III.—Patients admitted in 1958 by medical diagnoses or reasons given 


} 


| Patients 
| 


Diagnoses 
Percent | Total 
percent 


Vascular lesions affecting central nervous system _-_- 
Senility or mild mental confusion 
Fra 


~ os 


ctures 


Diseases of heart. 
Arterioscleros 


Preoperative and postoperative care 
Diabetes 
Arthritis 
Blindness 
Convalescence, ‘‘old age,’’ family vacation 
Other ! and not stated _- 


bet ee BD 2 GO 


100.0 | 
1 r’’ includes: : ix “a ; malnutrition (3); ulcers (3); back injur 3); asthma (2); arrested 
1 


TB ‘adder infect I - and 1 case of ¢ ich, cholecy titis, conzenita lalformatl , drops} 


Sema, gangren 


“Othe 

D: t , emphy- 
I , generalized pruitus, glaucoma, multiple sclerosis, loss of memory, neuritis, pneumonia, 
sclerosis of liver, tumor of lower colon. 


In table IV, data is shown on medical diagnoses at admission for 3 consecu- 
tive years, 1956 through 1958. It can be seen that in each year three categories 
of disease have been afflicting one out of two patients admitted in a home 
(respectively, 49 percent, 53 percent, 51 percent) : 1. Vascular lesions affecting 
the central nervous system; 2. Senility or mild mental confusion; and 3. Frac- 
tures. Two more diseases, diseases of heart and arteriosclerosis accounted for 
about 20 percent of all patients. A small variation in rank of disease existed 
but was insignificant. 
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TaBLe I1V.—Patients admitted to proprietary convalescent and nursing homes in 
Grand Rapids by medical diagnoses, 1956-58 


Vascular lesions affecting 
Senility or mild mental confusion 
Fractures. 

Diseases of heart 


1958 


Rank 


central nervous system ___- 20 


17 


12 


11. 


Per 
cent 


Patients 


1957 1956 


Rank 


Per- Rank 


cent 


Per- 
cent 


Arteriosclerosis —. : 9 
Cancer ; 
Preoperative and postoper 
Diabetes. ‘ 

Arthritis 

Blindness 

Other 


~ 


itive care 


w~ 


onto ow 


1 


100. 


Total 
i otal. 


Number of cases_. 


Discharges in 1958.—Out of all patients discharged in 1958 (255 persons) only 
63 percent (161 persons) were alive; 37 percent (94 persons) passed away. 
One hundred and eleven persons (44 percent) returned to a private home or 
moved to another nursing home. Fifty persons (19 percent) were transferred 
to a hospital or to Maple Grove medical care facility (table VA). 

Two out of every five persons discharged alive returned to a private home 
(41 percent), 28 percent moved to another nursing home and 31 percent were 
transferred to a hospital or to medical care facility (table VB). 


TasBLeE VA.—Patients discharged in 1958 


Number Percent 


Private home 
Other home 
Hospitals 
Maple Grov 

Deceased 


Total... 


TABLE 





Private homes... 
Other homes 

He spitals_. 
Maple Grove. 


Age of discharged patients.—The age distribution of all discharged patients 
(alive and deceased) is presented in table VI. 
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TABLE VI.—Age distribution of all patients discharged from proprietary 
convalescent and nursing homes in 1958 in Grand Rapids 


Both sexes Male Female 


Age at discharge x eed = ae 


Number | Percent | Number | Percent | Number | Percent 


Und 


nder 6 oe uke = 6 2.4 | 4) 4.7 2 1.1 
60 to 64... ee eee, i ew oa 6 2.4 2 2.4 4 2.3 
65 to 69 ‘ SSP e 7 22 8.6 | 7 8.3 15 8.8 
70 to 74 : rata! 3 13.3 | 13 15.5 21 | 12.3 
75 to 7Y — ed ida Sen 48 18.8 14 | 16.7 34 19.9 
NG ri as aot st hie ceaeel 65 25.5 18 21.4 | 47 27.5 
85 to 8Y i ce 2 16.5 21 25.0 | 21 | 12.3 
”) to 94 26 10.2 5 6.0 | 21 | 12.3 
95 to 99__. we : ‘ . - 5 1.9 } Se Ee ee 5 | 2.9 
nee ia 1 .4 0 1 | 6 

Tot 255 | 100.0 | 84 100. 0 171 | 100. 0 
Median age (vears)__. 7 inde SU ital a } SU Be is 
Largest 5-year group (years). : ee teases ee 80-M | 

| | 


It can be seen from the table VI above, that while the median age at discharge 
was the same for men and women (80 years), the men had their largest 5-year 
discharge group at the age SS to S89 years (25 percent) and the women had it 
between the ages of 80 to 85 (27.5 percent). 


TasBL_e VII.—Length of stay of patients discharged from proprietary convalescent 
and nursing homes in Grand Rapids in 1958 





Length of stay Number Percent Length of stay Number | Percent 
Less than 1 week._._._- 28 ll Ste it mentee... .....2..... : 30 12 
1 to 4 weeks ee 7 ia 50 19 } year and more........<..... 68 | 27 
} te 3. menths.......... laid 27 10 Not stated ...._- winciaiiaeseaiaiaa 2 | 1 
2to3 months... ‘ : 20 8 $$ | ——_—____ 
3 to 5 months___- a 30 13 WG cccueeneaccdecees 255 | 100 


NotTe.— Median length of stay, 3 months. 


Length of stay before discharge——Data from table VII, above, shows that 
the median length of stay of a discharged patient in a home was 3 months. 
However, better than one out of every four discharged patients (27 percent) 
lived in a home during 1 year or more. 


REMARKS 


liedical diagnoses or reasons given at admission or at discharge 


1. It is not known whether the diagnosis was given by the patient himself, his 
family or his physician. 


2. In case of more than one cause marked, only the first one was considered. 


Fatients transferred to a home from a hospital 

The proportion of patients transferred to a nursing home from a hospital has 
been increasing during the last 3 years. It was 24 percent in 1956, 38 percent 
in 1957, and 42 percent in 1958. 

Male patients.—As it has already been mentioned, there have been less beds 
available for men than for women in nursing homes. A need for more beds for 
male patients exists. Also, the male patients often stay longer in a home or 
move to another home only because they do not have a place to go. There is an 
urgent need for supervised boarding homes or for foster care for patients, mainly 
men, who don’t need any special medical care but can't live independently. 
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PREPARED STATEMENT OF M. J. CLARK MFMORIAL Home, GRAND Rapips, MIcuH. 


An agency of the Michigan annual conference of the Methodist Church, the 
trustees and the advisory board are elected by the conference. Sixteen thou- 
sand dollars comes to the home from the benevolent collections of the conference. 
Individuals also make contributions to the operating expenses as well as to the 
building fund. 


Items taken from the annual report of the superintendent of the home to the 
conference, May 1, 1958, to April 80, 1959: 
Forty residents were admitted during the year; SO.S years was the 
average age. 
Six of those admitted were dependent upon old-age assistance. 
Two-hundred and seventy-seven was the highest number in the home at 
one time (the average number was 272). 


Seventy-two are supported by old-age assistance (6 others are unable to 
provide for their care in full and are supported by funds from the con- 
ference). Ninety-five residents received nursing care (S2 was the average 
number in the nursing section of the home). 

Fighty-five full time employees. 

Three-hundred and seventy thousand, one-hundred ninety-two dollars was 
the annual cost of operation. 

Twenty thousand and sixty-three dollars was spent for free care. 

One thousand three hundred and seventy-one dollars was the average cost 
per year per resident. 

The following is a section of the auditor's report: 


Comparative balance sheet 


219. 59 S&S, 488, 55 
we) OO 

OO 1, “00. 00 
, 240. 73 , 372. 19 
060, 95 374, 045, 83 
TOS 300, 545, 68 
qi 5. 80 
>, 634, 00 
5, 467, 29 
1, 330. 02 
, 690. 32 
E00. 00 


27, 929. 68 


Accounts payable __. : = aa l, } 11, 300, 19 
Niles Methodist Church Tru ; ae é ; mm 52 25. 94 
Endowment annuity bonds sae ey eee ee ee pieeabtk 5, , 462. 55 
General ( 

Member 

Surgery insuran 


Life membership reset 


Total liabilities = ; 197.3 172. 87 


041. 59 1, 461, 776. 81 


Maintenance fund. , 071. 38 | =), 951. 03 


t 


Endowment funds--- Sais ; ; 225, 472. 56 223, 9F6. 15 


Building fund.-_.--.-.-- 3, 148. 52 55, 362. 00 
Clark Home investmen : , 138, 349.13 | 1, 131, 487. 68 
1, 461, 756. 81 


PREPARED STATEMENT OF BENJAMIN LATT, ADMINISTRATOR, KENT COUNTY 
DEPARTMENT OF SOCIAL WELFARE 


THE HEALTH TEAM APPROACH: COMMUNITY HEALTH RESOURCES ARE INVITED INTO 
A MEDICAL CARE FACILITY IN MICHIGAN 


Using a simple formula of “screening, staffing, and scrutiny,” a program is 
being initiated at Maple Grove that will see rehabilitation equipment being placed 
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on the so-called permanent wards. This unique approach will be undertaken in 
order to inculcate the chronically ill (some patients with black hair, not gray), 
and the aging, by challenge and competition, to leave the bed, often a manmade 
prison. 

A multiphasie screening program was initiated in January 1958 for patients 
of Maple Grove, a 234-bed hospital for the care of the long-term patient operated 
by the Kent County Board of Social Welfare. The program, which represents 
a practical means for the early detection of important diseases and impairments, 
is being carried out under the direction of the medical director, John O. L. Jui, 
M.D., M.S. (Med.). 

The screening team consists of professional staff members and other health 
workers representing the several health agencies who have come in from the 
community to participate. It is significant that this program has attracted the 
interest of the Kent County Medical Society. That organization is providing 
guidance in the institution’s efforts to more effectively meet the health needs of 
the long-term patient of Kent County. A medical advisory board has been 
created by the medical and dental societies; this board will be responsible to 
the governing body of the hospital for the quality of all medical care rendered, 
and for the ethical standards of practice in the hospital. 

It is interesting to note that this project, which involves several tests, has 
required broad community-agency cooperation. It is hoped that this multiple 
screening program will mark the beginning of a close working association between 
the facility and the several agencies interested in health promotion. Each agency 
will, where possible, participate in the case conferences. In this manner, the 
health agencies may play an important role when the time arrives to measure 
each patient’s needs (health and social) and to later attempt to meet those needs 
by drawing upon the resources of hospital and community. 

Doctor Jui has just completed a multiple screening survey of the total patient 
population. Tests administered included: a complete physical examination by a 
physician. It also included a diagnostic lab workup by the Western Michigan 
Section Laboratory and health screening carried out by several public and vol- 
untary health agencies. The Tuberculosis Society of Kent County brought in 
miniature X-rays and the health department followed up with full chest X-rays. 
The Kent County Dental Society and Grand Rapids Dental Assistants Asso- 
ciation carried out dental screening, the Grand Rapids Association for the Blind 
and for Sight Conservation arranged for sight screening and glaucoma testing 
and the Michigan Association for Better Hearing and the Grand Rapids Society 
for Hard of Hearing are introducing screening for hearing defects. The Kent 
County unit of the American Cancer Society have introduced cancer detection 
tests for female patients. In addition, there will be certain follownp work 
which will include EKG examinations. There was social screening carried 
out by a qualified social worker. It was considered a part of the multiphasic 
screening program. 

Recreational program development is taking place hand-in-hand with the 
establishment of a health program. Plans have already been laid for the 
involvement of well-established community recreation groups. These associa- 
tions will, in effect, bring the community to the institution. Their voluntary 
contribution of interest and time will mark the activation of horticulture, music, 
crafts, and art. <A trained occupational therapist on the staff will direct and 
coordinate these effects. The United Church Women of Kent County have 
sponsored the organization of a hospital guild. Volunteers of this guild and 
others contributed over 5,000 hours of service between September 1958 and 
May 1959. 

Already the professional staff consists of those health workers who will 
combine their team efforts toward improving patient care. The physician who 
serves as medical director now works with a nursing staff supervised by profes- 
sional nurses, a qualified dietitian, a trained occupational therapist, an experi- 
enced social worker and a university trained hospital administrator. <A quali- 
fied physical therapist was added to our health team early this year. A com- 
petent high school level teacher in industrial arts serves as supervisor of a 
sheltered workshop. 

It is along these lines that the health team of Maple Grove Medical Care 
Facility, working with the health agencies of the community, has set out upon 
the task of demonstrating the great error in what has been traditionally the 
approach heretofore “physical and mental deterioration had become an ac- 
cepted part of the patient’s makeup and was considered normal for the long- 
term patient, particularly in public institutions.” 
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Most recently, made possible with a Federal grant-in-aid, we have been able 
to bring our patients specialized medical consultation. In this way, we can 
evaluate the restorative potential of selected chronically ill patients as a means 
to improve the care benefits for the patients. 

With the concurrence of the board of directors of the Kent County Medical 
Society at the regular meeting of April 4, 1958, it became possible to gain 
the active participation of several excellent orthopedic specialists who prac- 
tice medicine in this community. Dr. George T. Aitken and his associates 
undertook the task of carrying out the several evaluation clinics as provided 
for in the statement of the agreement. 

Dr. John O. L. Jui, the medical director of this hospital, brought to the 
elinie activities his own recognized skill as an internist and, in addition, brought 
the specialized contribution of the several professional staff members who con- 
stitute our health team. When Dr. Aitken activated the clinic work on Wednes- 
day, May 7, 1958, several factors were introduced to enhance the special evalua- 
tion procedures. In addition to the coordination of clinic activities made pos- 
sible by his cooperation with Dr. Jui and the registered nurses who work by his 
side, he found before him a complete medical record of each patient. 

The medical record represented the efforts of a multiphasic screening pro- 
gram carried out by the health team of this hospital working in close coordi- 
nation with the public and voluntary health agencies of this community. This 
gave Dr. Aitken an advance step for the accomplishment of his work. A most 
significant part of this medical record is the social analysis introduced by our 
social worker. Every patient who subsequently appears before the evaluation 
clinic has at first been processed through both the multiphasie screening 
program and the subsequent staffing (or case conference procedure) of our 
health team. 

The foundation for a good health program has been laid; yet much remains 
to be accomplished. Most important is the need to introduce health programs 
that will fill the gaps in health services which now exist. Our plans call for 
the activation of an outpatient clinic and a professional home-care program. 
With such a full spectrum program which places emphasis upon the individual 
and his specific health needs, can we begin to accomplish a most significant 
goal in planning for the aged—to provide institutional care, when all other 
means for keeping aged persons living independently no longer suffice. Results 
of our program so far? Between October 1958 and May 1959 50 people have 
been returned to the community. Only four of that number were still receiving 
direct welfare from sources financed by Kent County taxpayers. As against 
these interesting statistics is the contrasting fact that one of our long-term 
patients died at Maple Grove several months ago. He had been admitted in 
1918. 


PREPARED STATEMENT OF THOMAS B. Hitz, M.D., Lower, Mic. 


STATEMENT TO THE SENATE SUBCOMMITTEE ON THE PROBLEMS OF THE AGED AND 
AGING 


I am Thomas Hill, M.D., a general practitioner in Lowell, Mich., a town of 
2,000 population 15 miles east of Grand Rapids. My comments to the Senate 
Subcommittee on the Problems of the Aged and Aging are based upon 8 years 
of general practice in this rural town of Lowell. 

Before considering problems, emphasis should be placed upon the dignity and 
the usefulness which characterize the lives of many older people. It would 
be unfortunate if our consideration of the problems of the aged should leave 
the impression that many troubles and few rewards await the years of re 
tirement. 

The problems which the aged face in the small community are similar to 
those in the large city. Your subcommittee can profitably study these problems 
in the small community for by so doing, you can better determine the true rela- 
tive importance of these problems and not give attention to only those which 
have a vigorous advocate. 

Probably the greatest fear preying on the minds of older folks is that of being 
chronically invalided. Although many illnesses may incapacitate an individual, 
the older person chiefly fears the cerebrovascular accident or stroke. No matter 
how well run the nursing home may be, the bed and chairfast stroke patients 
leave one with the overall impression of hopelessness. As the older folks visit 
their friends in these homes their fear of similar disaster increases. Vigorous 
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physiotherapy and rehabilitation is said to prevent this vegetative existence. It 
would be well to contrast the end results of stroke treatment in various nursing 
homes and hospital facilities. Would it be worth while to introduce the system 
of visiting physiotherapists and rehabilitation workers to lessen the invalidism 
resulting from strokes, fractured hips, arthritis, and other chronic disease? 

A second major medical problem of the aged is the gradual mental deteriora- 
tion from arteriosclerotic cerebrovascular disease and other organic processes 
afflicting the aging brain. At what point should driving privileges be suspended? 
When does the confusion of the older woman prevent her safely continuing her 
baby sitting chores? At what point does the person’s disorientation preclude 
his living alone? Are there satisfactory intermedite facilities available between 
living alone and commitment as a psychotic? 

When a person can grow old in his own home surrounded by his own posses- 
sions, memories and friends, he stands the best chance of being contented. Yet 
economie and health factors may force his moving to less expensive, more easily 
maintained facilities. Apartments above the main street stores, the furnished 
rooms, and inadequate shacks and trailers are the homes of too many of our 
aged. In rural areas there are slums just as ugly as your city slums and there 
are old folks living in many of these. Subsidized low rental living units care- 
fully planned for the aged seem to me the only answer. Already church groups, 
service clubs and fraternal organizations have entered this field but it is doubtful 
that they alone can furnish the subsidy necessary. 

If adequate living facilities were offered, part of the nutrition problems of the 
aged would be solved. Too often these people exist on cereals, bread, Soups, 
and milk with little or no fruit, vegetables, meat, or eggs. Although limited 
income may be a factor, it is usually just too much bother to prepare an adequate 
meal. If these folks were close together and by sharing meals could challenge 
one another to taking an interest in doing a good job in preparing a meal, they 
would all eat better. And this challenge of community living in which the old 
folks are doing things and not being done for must be the essential nature of 
whatever living facilities are planned. In the effort to solve the loneliness of 
these folks, do not substitute the feeling of utter uselessness that is the keynote 
of many of our old folks’ homes. Above all avoid the vegetative existence of 
the nursing home as long as possible. 

We have in our small towns one great advantage in the care of our aged, that 
of many friendly neighbors. The attentiveness and kind care given to many 
older folks in their illnesses and weaknesses permit many of them to stay in 
their own homes much longer than would otherwise be possible. Sometimes, 
of course, the neighbors meddle, but far more often they are of real help. 

Let me return to my original point. Beeause so many of our older folks are 
living lives still filled with service, dignity, and serenity, it is important for your 
subcommittee to investigate this group of people as it is to investigate those with 
the problems touched upon. Probably it is far more than just good health and 
economie security that lead to golden retirement years. 

I have only sketched my general impressions of the problems of the aged 
and aging. But are not they the same in Lowell as they are in Grand Rapids? 
Would not a careful survey of a town such as Lowell give that relative value 
scale by which to judge which problems most urgently need your legislative 
efforts? 


THE LITTLE SISTER OF THE POOR 
(By Mer. Giuseppe De Luca, Rome, 1950) 
WHat Is A LITTLE SISTER OF THE POOR? 
OLD AGE 


In every country, even the least civilized, old age has always been treated with 
respect. This has been a custom, almost a law, which could not be disregarded 
Without blame—one might even say without disgrace. 

In the literature of East and West and in the traditions even of savage peo- 
ples, we find old age surrounded with consideration, the subject of poetry, and 
protected by the sanctions of religion. 

There exists in human nature an instinctive desire to live to an advanced age 
and to prolong one’s life by every possible means. 
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In respectable families which remain united, the grandparents are the very 
heart of the home, the object of the greatest affection, their wisdom a benefit 
toall. They may become tiresome and touchy; nonetheless their presence in the 
home remains precious, sometimes even venerable, not Only for their grandchil- 
dren, but for all. An old granny creates an atmosphere of tenderness and 
dignity. 

THE AGED POOR 


For reasons which it is not for us to discuss and of which in any case we have 
no wish to speak, the family is no longer what it used to be. In present-day 
conditions, distracted by needs, anxieties and desires, it appears to be breaking 
up and in danger of being gradually destroyed. Since it is of divine institu- 
tion it will never perish; at the same time the threat of extinction has never 
been so great. 

As things are, there is no one who is ignorant of the unhappy condition of 
the old. Who is to look after them when their children are obliged to leave 
them alone in the house while they go out to work? 

Many institutions have been founded for the care of the young, and do in fact 
provide them with a home from their very cradle. The State is concerned for 
the child, for he is the man of tomorrow, and the State has need of him. Now- 
adays schools of every kind provide a great part of the solution of the problems 
of child life. Institutes, colleges, and apprenticeship prolong the child’s educa- 
tion outside the home. 

But what of the old people? 

There are few who turn their attention to this grave problem. Certainly, in 
the ideal, well-ordered State, in an equitable social organization, no one should 
arrive at old age without being provided for the remainder of his life, not only 
with bare necessities of life, but with a certain measure of comfort. Mean- 
while, it is necessary as well to make provision for old people who are suffering 
from ill health. 

The situation is tragic: the old suffer from the mere fact of being alive and 
bearing the weight of their years. They suffer through being a burden on those 
who cannot afford to support them, and they cannot help being a burden, re- 
duced as they are to helplessness. To seek to deal with this situation is a duty, 
and if justice does not deal with it, then charity must step into the breach. It 
would be wrong to maintain that charity is an obstacle to justice, and to make it 
a pretext for refusing the help of society or the State. Charity does not stand 
in the way of justice: it remedies injustice and comes to the aid of its victims. 
Charity triumphs whilst justice debates the issue. 


THE WORK OF THE LITTLE SISTERS OF THE POOR 


While the care of the sick and of children appears very early in the history of 
Christian charity, concern for the aged is much more recent. The past cen- 
turies provide but few examples of it, and the special care of the old dates from 
only a little more than a hundred years, when the great institutes, the lay, or 
religious, congregations began to undertake the care of the aged poor, so that 
there is no town or district which is without spacious buildings in which they 
are housed and looked after. 

The Little Sisters of the Poor are, however, the only institute founded, over 
a century ago, for the sole object of assisting the aged poor. One may say, 
without fear of exaggeration or of boasting, that the congregation of the Little 
Sisters of the Poor was born of the problem of the aged poor in contemporary 
society and that, if it has not contributed to its solution from the point of view 
of social justice, it has done more than any State, more in fact than all the 
States put together, to ameliorate this unhappy state of affairs. 

The Little Sisters have become intermediaries between those who suffer and 
those who, without realizing it, allow this suffering to go on through doing 
nothing to relieve it. From these the Little Sisters have asked at least for 
charity, and they have received it in a measure which staggers the imagination. 
Let us give a few figures: Since the congregation was founded 12,925 Sisters, of 
whom 5,265 are still living, have consecrated themselves entirely to the service 
of the aged poor. Some 650,000 old people have found a home in their houses, 
and at the present moment they number 47,000. 
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THE HOME 


But the best feature of all is not so much the number of old people who have 
been helped, as the kind of life which has been created for them. Sometimes the 
old people leave their family—though often enough they are alone in the world— 
to find real family life in the home. The houses of the Little Sisters of the 
Poor are not poorhouses or hospitals for incurables, nor do they provide tempo- 
rary board and lodging. 

No, the old people are received as though into their own home; they find a 
new family in which they enjoy a religious and community life. They do not 
remain isolated, but they form part of a new world which exists for each of them 
and for all; in which each, as far as his strength allows, has a task to accom- 
plish and a responsibility to undertake, for is it not in fact one of the greatest 
sorrows of the aged to feel themselves useless after they have said goodby to 
work and family? 

Well, in the home of the Little Sisters, they take up their old work again and 
make what use they can of their remaining strength. The family life embraces 
not only the chapel, the dormitory or the refectory, but the hours of work as 
well. What a joy it is to feel that one is useful, to work for the house which is 
one’s own, to keep it clean and orderly. The home is not a place for loafing, for 
killing time and wasting the few remaining years; it is one’s home for life, 
until the last call comes. 

The necessity for living a regular and ordered life may at first give rise toa 
feeling of constraint, of exasperation in the old people which may be real suffer- 
ing, seeing that they are often accustomed to the unenviable freedom which goes 
with poverty and independence. They find this new rule of life somewhat hard 
in the beginning, but as a rule they are acclimatized in a matter of days. 

As soon as they enter the home, they are taken up into the stream of the new 
life and they become so attached to it that the difficulty is not to persuade them 
to undertake to do this or that particular thing but to get them to take a rest or 
try some other kind of occupation. 

Henceforth, their past life seems like a dream to them, like the land which the 
siilor has left behind. They see outside the walls of the home only risks and 
dangers. Sometimes it does them no good to go out, and yet they love those 
days on which they are allowed to visit their friends and acquaintances. 

The daily horarium is quite simple: Rise and go to bed with sun, though 
this is not obligatory; breakfast. dinner, supper, and snacks between whiles. 
Those who wish to do so may assist at Mass daily, and there is a chaplain who 
provides for their religious needs. No pressure is put upon them, and this is 
probably the reason why, generally speaking, they all return to a sincerely 
Christian life; some of them attain to sanctity, sanctity which is simple, cheerful 
and profound. 

Each of the homes has separate buildings for men and women,’ as a rule the 
chapel is in the center. The first floor is reserved for the infirm, who are thus 
able to reach the dormitories, refectory and gallery of the chapel without hav- 
ing any stairs to climb. 

Everything is neat and clean, and the buildings well ventilated. The clothing 
is renewed with the changing of the seasons, the linen every week. Work, read- 
ing, prayer, and recreation make up the day. <A corner of the house, like the 
tower of an ancient castle, is reserved for the Little Sisters; here they have their 
ratory and their apartments, in a word, their enclosure. 


THE CONGREGATION 


Here is a miniature world, a daily wonder when one realizes that all these 
poor old people come from all over the globe, from every class of society, and 
are all maintained by charity. 

For more than a century the congregation has begged the daily bread of the old 
people and the Sisters, and still today two or more Little Sisters go out regularly 
to beg, either on foot or in some kind of vehicle. Until the present moment, the 
begging round has been the sole and glorious resource. Nowadays, social con- 
ditions are far different from what they were, but all the same the homes are 
still maintained by charity, and the first claim on this charity is the support of 
the old people, to supply all their needs from morning to night. The Little Sister 
is there, not to be ministered unto, but to minister. 

LT 


?The “old couples” have dinner together and see each other frequently. 
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The congregation came into being in 1839, at Saint-Servan, a small town on the 
Breton coast, whence have come so many heroes, saints and poets. (The Bretons 
have a strong faith, pure hearts, and strength of body. They come of a race that 
is brave yet peace loving, and, to quote the poet, nothing can move them when 
they say: I will.) 

Jeanne Jugan, formerly a servant and no longer young, found comfort and 
happiness in her own poverty in her loving devotion to those poorer than herself, 
and wishing to do more for them, began by taking into her humble attic a poor 
old woman, blind and neglected, and gave herself entirely to her service. She 
took another, and yet another, certain that she would be giving but little if she 
did not give herself. A few friends younger than herself joined forces with her; 
so many people have others to wait on them, why not wait on the poor who need 
it so much? Why not help them by taking their place? So the Sisters went 
out begging on their behalf. 

In 1841, they moved to a larger house, to quarters that were a little less 
wretched. In 1842, they were to be found in a much bigger house. 

After they had been in existence for 15 years, there were 36 houses and 500 
Sisters, and the institute had already been approved by the Holy See. 

In 1851, the congregation extended its activities to England, in 1853, to 
Belgium, in 1863 to Spain, in 1868 to Africa, the United States and Ireland, in 
1869 to Italy, in 1882 to Asia, in 1884 to Australia, and in 1885 to South America. 
Homes were then founded in the mission tields of India and China. 

Such a vast and rapid extension of this work provides one of the finest chapters 
of the history of the Catholic Church in the 19th century. 

Rich and poor became friends of the work, vying with one another in giving 
numerous vocations which, however, were never sufficient. 

Today the congregation consists of 309 homes, in which 5,265 Little Sisters 
have the care of some 47,000 old people. These homes are distributed as follows: 
France 109, Belgium 12, Great Britain, Ireland and Jersey 29, Spain 49, Portugal 
2, Italy and Malta 19, Switzerland 1, Turkey 1, China 3, India and the Malay 
States 6, Burma 1, Africa 4, the United States of America 51, Canada 2. South 
America 12, Oceania 8. 

THE LITTLE SISTERS 


As we approach one of the homes of the Little Sisters, everything attracts 
our attention except the Little Sisters: though they are present everywhere, 
they seem to have the gift of remaining unseen. In the home they are every- 
where, yet not one of them is still for a moment, unless it be to perform some 
service which is required of her. 

Quick, silent, calm and self-effacing, they are as if they were not. 
a poetic reflection but a fact. 

It is not easy to find in a library a book on the Little Sisters of the Poor, their 
history does not excite the attention of the public. Indeed they make but little 
stir, either as individuals or as a congregation. To seek attention would seem 
to them a want of consideration for the poor, an outrage against charity which 
ceases to be charity when it sounds the trumpet, as our Lord has said. Their 
congregation, which is among the most important, has nothing to say about its 
spiritual life or its method of religious formation. The work claims the whole 
attention of the Sisters, and is sufficient to make known the spirit which ani- 
mates them. Nonetheless, we think it necessary to lift, be it ever so little, the 
veil under which true charity is hidden. 

We, clergy and laity, have recourse to them whenever it is a question of find- 
ing a home for some old person, but how seldom and how feebly do we realize 
the elementary duty, I will not say of thanking them, but of understanding them. 
For many of us, the Little Sisters of the Poor are no more than a “useful 
address.” After we have made our offering, ought we not to ask how it is 
possible in these days so avid of pleasure, of advancement and of ease, that a 
girl, frequently belonging to a family not merely comfortable but rich, says 
farewell to her home and all her dear ones, to the prospect of a happy home of 
her own, to her freedom and comfort, and consecrates the whole day and every 
day for the rest of her life, together with herself, to the service of the aged 
poor. Henceforth she belongs no more to this world, unless it be to recognize 
in the first old man or woman who comes her way her brother, her father, her 
child, above all her God, to see them thus and to act accordingly. 

She will not meet the charm of childhood or the spriteliness of youth, nor 
will the hope of success be hers, but she will comfort the memory of evil days, 


This is not 





— St me. 


one a re” 


“ 


“ - 


THE AGED AND THE AGING IN THE UNITED STATES 1525 


the pains of a wornout body and the fear of death. She will sacrifice her own 
youth wholly and forever in order to bring a little happiness and the hope of 
eternal life to destitute old age. 

How is such a miracle as this made possible? 


WHAT IS A LITTLE SISTER OF THE POOR? 


It is difficult to say, especially if one is unwilling to make use of general terms 
and commonplace expressions, or of flattering remarks which in this case would 
be not only stupid but offensive. 

This much is certain, that the vocation of the Little Sister of the Poor is a 
gift of God. The gifts of God are not like our gifts, “dead things’; they are 
“life,” a life that is new and evergrowing, evermore abundant, evermore deeply 
rooted in the soul. 

What then, is their vocation? There is no doubt, that. seen from outside 
through earthly eyes, their life seems to be a life “lost,” but has not our Lord 
said that “he that shall lose his life for me shall find it’? Does not this other 
life begin at baptism, and is it not the real, the only life of the Christian? The 
Little Sister, then, is one who takes the Gospel literally, and plunging into the 
fire of the love of Jesus, loses her earthly life. It would not be enough to lose 
this life. unless one lived the other life, the real life. 

How does she live it? It would seem that the heavy weight of her hard task 
of helping others would render it cheerless, weaken it, destroy it. A man who 
is wholly taken up with a long and difficult task is reduced to the condition of 
a mere machine. But this is not the case with the life of the Little Sister. 
Together with her unceasing care of the poor, she knows the profound peace 
of frequent prayer, moments of sweet solitude. It is not that she has the op- 
portunities of long meditations or spiritual reading: the Little Sister, busy with 
her work, can find in it the source of peace and recollection in which she can 
refresh herself all day long with that longing for God and for souls, that long- 
ing for which our Lord suffered and for which He died in the midst of such 
terrible pains. 

Moreover, her religious formation has accustomed her to a continual presence, 
the presence of God in her soul; she lives “within” because God is in her and 
must be in her: training which may appear meticulous and exhausting, but 
which on the contrary is virile and invigorating. It is well known that as the 
years pass this solid and necessary habit enables her to perform heroic acts as 
well as her ordinary duties. 

When the last hours of the old people draw near, the Little Sisters are always 
with them. This watching at the beside of the dying all through the long 
nights, after the arduous duties of the day, becomes for the Little Sister a source 
of holy joy; she is beside the cross, the cross of a fellow-creature who is also 
a Christian, as though Christ our Lord were dying on the same cross and she 
had been given the doleful honor of receiving His last breath at Mary’s side. 

It is this formation which gives its character to all that she does; this interior 
contemplation continues every day forever, controls her actions and inspires 
them, impels her to action whilst it nourishes and directs her: Jesus lives in her 
soul, becomes even the life of her body. 

In the company of the old people, caring for them as a mother for a child, 
the Little Sister remains always in a state of recollection; she can teach others 
to practice this recollection, while she herself is always on her guard against 
distraction. 

The daily begging round furnishes the Little Sister with a continual opportunity 
of imitating Jesus. Our Blessed Lord became man to redeem mankind; the 
Little Sister becomes poor to help the poor and to beg on their behalf. Begging 
is not a formality or a mechanical rite, it is not meant to attract attention, 
though it might seem to those who do it on particular occasions to be mere 
ostentation. Begging all day long and every day is quite another matter, indeed 
itis. Sometimes you hold out your hand with an interior repugnance which has 
to be overcome. Sometimes you hold out your hand in vain, or, what is worse, 
instead of the alms you expect, you get a curt refusal or vulgar abuse.““‘The per- 
fect joy,” St. Francis was wont to say, “is the supreme joy of the cross and 
the crucified.” 

The Little Sister, even though she may have come from a noble family and 
have had all the advantages of education—and this is not uncommon—spends 
her life as a Little Sister so removed from all that concerns her as a person. 
and gives herself so utterly to the old people that not one of them leaves any 
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record of her own intimate life. When she dies she leaves nothing of her own 
experiences, because she has done nothing but devote herself to the poor, day by 
day and hour by hour, until she has given herself entirely to them. 

It is in this hidden life of complete renunciation which is Known only to God 
that she finds the opportunity of living fully. as fully as is possible for a 
human being, the life of Him “Who being in the form of God, thought it not 
robbery to be equal with God; but emptied Himself taking the form of a servant, 
being made in the likeness of men, and in habit found as a man. He humbled 
Himself, becoming obedient unto death, even to the death of the cross.” 


HER IDEAT 


We do not pretend to describe the vocation of a Sister; what we have said is 
meant to show that the Little Sister aims at conformity with Jesus, through 
conformity with the poor to whom she gives hospitality, through the transforma- 
tion of herself with the poor, subjecting herseif to them and bearing their 
infirmities, 

The vow of hospitality in addition to the three traditional and customary vows 
involves the entire sacrifice of herself to those whom she receives, that is to 
say, the poor, who to her are Christ Himself. Has He not said: “I was a 
stranger and you took me in”? 

The world knows and receives guests of every sort, except the poor, the 
vagrant, unfriended poor. The Little Sister, on the contrary, receives none but 
the poor, she gives him a roof, food, and attention, and sometimes restores to 
him a Christian soul at the price of the complete sacrifice of herself. How 
sweet is death to her who from her girlhood has given herself to Jesus with a love 
that is stronger than death. 

As a rule men admire those who risk their life in doing their duty; contempt 
of death is, they say, the mark of a great soul. He who is able to expose 
himself to danger is a hero. But the world does not know what it means to 
give oneself in obscurity, without respite, silently and little by little to wear one- 
self out in an ungrateful task and never to tire of it, solely for the love of man- 
kind and of what is best in mankind, that is to say, the image of God and the 
likeness to His Son Jesus Christ. The Little Sister chooses this, and behold her 
vocation. To be and to do what Jesus has been and has done, by His grace 
and for love of Him, for the good of the aged peor. 


AN APPRECIATION 


The writer of these simple lines was chaplain to the old people’s home in Rome 
as a young priest and as a middie-aged man. He considered it a privilege to die 
in the care of the Little Sisters, but this was not the will of God for him, and 
his disappointment is great. The austerity of their life forbids extravagant 
remarks and, above all, praise, but he is obliged to declare that more than once 
he has seen—as far as his spiritual infirmity allowed—the charity of the Little 
Sisters reach the very extreme, without their being aware of it. Obliged to 
devote his time to study and to art, studies which are serious and often provide 
food for melancholy reflections, he is not surprised that the Little Sisters of the 
Poor, though far removed from the distractions of high estate and the publicity 
attending on the vagaries of fortune, have nonetheless stirred the souls of men 
of learning and poets. An anthology devoted to the Little Sisters would hardly 
be a lengthy one, but it would be sublime. 

It is a curious fact, though not difficult of explanation, that the poor and 
simple as well as the busiest and most worldly see in the Little Sisters of 
the Poor privileged souls living on the threshold of eternity, and visit their 
homes (ob remedium animae) as was said of old “seeking the mountaintops” 
to enjoy in the midst of the tempests and the darkness of the times a foretaste 
of the light and peace to come. Such was my lot for 25 years. 

A Little Sister of the Poor knows only one care: the abundance, or rather 
the flood of misery brought to the doors of the home, poor old people beseeching 
them to take themin. It is a flood which increases daily and the Little Sisters 
cannot put bounds to it, cannot hold it back. The torrent of requests for ad- 
mission gives them no rest, overwhelms them. But while the number of poor 
increases, the number of those who love them and are ready to sacrifice them- 
selves for them diminishes. 

Will they not find among the Christian youth of today, young women who 
will hear their passionate appeal to help to stem this flood by giving themselves 
to this work wholly and entirely, and so bring to an end this deluge of misery? 
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THE OKLAHOMA METHODIST MANOR, 
Tulsa, Okla., September 21, 1959. 
Mr. Srpney Spector, 
U. S. Senate, Labor and Public Welfare, Subcommittee on Problems of the Aged 
and Aging, Senate Building, Washington, D.C. 


Dear Mr. Spector: Thanks for your letter. It is easy to understand the im- 
possibility of covering the United States with a few meetings, but it does seem 
we missed a very large area. 

Our greatest problem concerning the aged and aging in this section seems to 
be the unawareness on the part of the public in general that we have a problem. 
Even those who are nearing the fact of growing old seem to make very little 
if any concrete plans for such experience. 

Very little has been done or is being done to care for those who need sheltered 
care or those who face the need for long-time nursing care. We have a small 
home with only 22 rooms that is supposed to serve the Methodist of Oklahoma 
and the city-county health departments tell me it is the only place in Tulsa 
County they could recommend as a desirable place for an aging person to go. 
We do have a 5S room, $500,000 building under construction. (This will soon 
be stopped by the strike.) 

Inflation has caused the savings dollar of yesterday to shrink until there 
at need for benevolent assistance to many deserving people. Oklahoma 
rather liberal public assistance program for the aging, but is is not ade- 

quate to care for their most meager needs and the laws are such as to make it 
difficult for relatives or others to supplement it up to the point of adequacy. 

Social security and public assistance both should be changed so that people 
between 65 and 75 years of age would be encouraged to continue to earn incomes 
sufficient to help build up a resource for the time when they will be in need 
of sheltered care or nursing. 

I am sure that the findings of your subcommittee will be made available to 
those of us who are endeavoring to stimulate interest in the problems of the 
aging and the aged. 

Sincerely, 


JoE E. Bowers. 
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